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A STODY GF SOME MLATIONSHIPS AMONG REPEAT ABORTION,
SELF CONCEPT, AND CONTRACEPTIVE USE
IN YODNG WOMEN
by Jennifer Emery Clarke
Approximately one-^fifth of the more than one million
abortions per year in the U.S. are performed on women who
have already had one previous induced abortion. Repeat
abprtion is increasing and has been implicated as one of
the major problems facing the abortion issue today. In
this analytical study of 90 family planning clinic cli
ents, some important findings relating to rspeat abortion
and ineffective contraceptive use were discovered.
The purpose of this study was to determine the
relationship among repeat abortion, self concept, and
contraceptive use, enabling those involved to better
manage and counsel abortion clients.
The sample was a purposive convenience sample,
consisting of the first 30 clients who met the criteria
for selection in each of three separate groups; repeat
abortion clients, first-time abortion clients, and non-
pregnant women effectively using the pill. These 90
clients were then also divided into 2 contraceptive
groups: ineffective users {sample size 54) and effective
users (sample size 36). Each client who agreed to par-
ticipate in the study and sign a consent form was given a
prepared questionnaire ir^gairding age, ethnicity, marital
status, educational level, and contraceptive use. Each
client also completed the Tennessee Self Concept Scale.
The data was collected individually for the non-pregnant
group and was collected during a group rap session for
the two abortion groups.
The data v/ere analyzed using the Kruskal-Wallis
One-way Analysis of Variance for the ordinal variable,
self concept, and using the Chi Square test for the
nominal variables, contraceptive use and educational
level.
Do repeat abortion clients have a lower self concept
and educational level, and a less effective use of con-^
traceptives than first-time abortion clients and non-
pregnant women effectively using the pill? The researcher
concluded from the data that they do not. There was no
significant difference in overall self concept or educa
tional level among repeat abortion clients, first-time
abortion clients, and non-pregnant women effectively
using the pill. There was also no significant difference
in contraceptive use, v/hich measured consistency or
effectiveness of uSe, type of contraceptive method most
recently used^ and number of methods tried, between
repeat abortion clients and first-time abortion clients.
Do ineffective contraceptive users have a lower self
concept and educational level than effective contracep-
2
tive users? The results indicated a significant differ^,
ence in self concept (p=.025) and educational level
(p=. 05) between iiief feGtive contraceptive users and
effective users. The researcher Gbncluded that self
concept and educational level are factors differentiating
ineffective contraceptive users frdm effective users.
Effective contraceptive users appear to have a higher
Self concept than ineffective users.
If self concept is a factor in contraceptive effec
tiveness, :then nurses and other health professionals have
a responsibility to facilitate change in their client's
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More than a million abortions a year are now per
formed in the United States and about one fifth are on
women who have had at least one previous induced abortion
{Center for Disease Control, 1977). The problem of un
wanted pregnancy has existed since the dawn of time.
Throughout human history, many attempts have been made to
resolve this problem. The'development of reliable methods
of contraception ushered in a new era—it seemed there
was finally a way of eliminating unwanted pregnancies.
Now, however, after 15 years of birth control pills,
lUD's, and zealous teaching of contraceptive methods,
unwanted pregnancy is still rampant. It is estimated
that one in three conceptions today are unplanned and
unwanted (Munson, 19771".
Terminating an unwanted pregnancy, termed abor
tion is one prominent way today of resolving this problem.
Abortion, however, is not the ideii method of preventing
unwanted births (leach, 1977, pg. 37). Society has not
totally "put its blessing" on abortion. Society does,
however, in general, accept one "mistake", or need for
abortion. It rarely accepts the repeat abortion. Women,
who have had more than one abortion are generally re-
■ 1 ■ ■
garded as "irresponsib?we and reprehensible" at best
(Fprtney, 1977, pg. 1). Many wonder if there are some
women who have come to rely on abortion as a pteferred
method of family planning (David, 1972, pg. 65).
There are no easy answers to questions of why
women, who have had education in contraceptive use, con
tinue to have nnwanted pregnancies. Researchers are
searching for factors which contribute to contraceptive
misuse leading to repeat abortion. Psychological, emo
tional, physical, social, and other factors are being
studied. Self concept or self-esteem is one factor that
has been considered. It has not been systematically
studied, however.
An individual's self concept can be thought of as
a basic instrument in dealing with life's experiences.
It relates to nearly all other aspects of life (Coleman,
1972, pg. 65). This study will attempt to find if and in
what way self concept affects contraceptive and abortion
behavior.
Statement of the Problem
More than 47,649 women obtained a repeat abortion in
1975 in the United States (Center for Disease Control, 1977).
The population at risk of having a repeat legal abortion
increases annually as the era of legal abortion in the United
States continues (Tietze, 1974, pg. 148). Why do so many
women, who have had education in contraceptive use, con-
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tinue to have unwanted pregnancies and request repeat
abortions (Rovinsky, 1972, pg. 655)? Do repeat abortion
clients have a lower self concept and educational level,
and a less effective use of contraGeptives than first-time
abortion olients and , non—pregnant woirien effectively using
contraceptives? Do ineffective contraceptive users have
a lower self conGept and educational level than effective
contraceptive users?
Background and Need
This section discusses nursing involvement, unre
solved issues, and societal concerns of unwanted preg
nancy and repeat abortion.
Nursing inyolvement. Nurses have been involved
with family plahning from its beginning, Margaret Sanger,
the founder of family planning, was a nurse. As a respons
ible professionai, she could not tolerate seeing "lives
destroyed by butchered, illegal abortion; young mothers
prematurely aged by repeated unwanted birth; poverty
intensified and compounded by births in families already
too poor to maintain themselves" (HymoviGh, 1973, pg.
170). She established the first birth control clinic in
Brooklyn, N.Y. in 1916. One week later, authorities
closed the doors and sent Mrs. Sanger to jail for 30 days
(Hymovich, 1973, pg. 170). The nursing profession, being
predominately women, is in a position to contribute to
■  . 4- ■
both the health GonGerng and the feriinist GonGerns of
these issues. Today, nurses and nurse practitioners
assist in the abortion procedure, counsel clients regard
ing abort it>h and family planning, prescribe birth control
pills and perform OB-GYN examinations, teach family planning
classes and provide health education, deal with sex education
for teenagers, and are basiGally involved in all phases
of prevention and termination of pregnancy. Public health
nurses, along with other health professionals, deal with
the Gonseguences of unwanted pregnancies in the home and
the Gommtinity. Although the American Nurses Association
believes in the right to choose, there are many nurses
who oppose abortion, as demonstrated by National Nurses
for Life and the Doctors and Nurses Against Abortion
organizations (Barr, 1977, pg. 252).
Unresolved issues. Although legally, and perhaps
rationally, birth control and abortion are accepted today,
emotionally and morally they are unresolved issues.
Contraception is still thought by many to promote sexual
promiscuity and to be immoral, tampering with God's inten
tions or creation.
Many people strongly oppose abortion and others
promote it. Many take the stance of not favoring it buV
reGognizing the need for it. A nationwide survey con-
ducted in 1976 in the U.S. showed: 82 percent of Protes
tants and 98 percent of Jews agreed with the right to
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abortion; 76 percent of Catholics aareed (Barr, 1977, pg,
246). Other public opinion polls have shown similar
results.
Many of the groups opposing abortion do so on
religions and moral grounds. National Association of Pro
America, Americans Against Abortion, National Right to
Life Committee, and other organizations have been formed
solely for the purpose of opposing, abortion. Most women's
organizations support the right to choose, however Feminists
for Life and Happiness of Womanhood are two that do not
support that right. There are many pro-abortion organiza
tions also.
Abortion is not a small issue, it is an issue
that most individuals do not have an easy time deciding
about. It is a political, religious, emotional, legal,
psychological, social, and health issue. People do not
only choose yes or no on the issue, they also decide who,
when, how, and why. There are no clearcut resolutions to
the issue of abortion.
Societal concerns. The concerns society has
about unwanted pregnancy and abortion are many. Complica
tions, such as incompetent cervix, spontaneous abortion,
prematurity, and low birth-weight for a future pregnancy
increase with the number of abortions a woman has (Fortney,
1977, pg. 17). There, is also a greater risk in adolescents,
especially if they have repeat abortiGns (Right Now,
1978, pg. 47). Schneider also talks about the increase
in incidence of prematurity, dervical incompetence, ectopic
pregnancy, secondary sterility, and Rh iromunization with
repeat abortions (Schneider and Thompson, 1976, pg. 316).
Although the eomplications of an abortion performed in
the first trimester are less than those of a full-term
pregnancy, they are greater than complications of contra
ceptive methods (Hodgson, 1975, pg. 52).
The economics of unwanted pregnancy and abortion
are also a concern. The Department of Health, Education
and'Welfare (DHEW) is currently planning to focus more
attention on the teenage-pregnancy problem and has asked
for a budget of $338 million (Right Now, 1978, pg. 50).
The estimated national cost of abortion morbidity in 1975
was $18,707,707 (Von Allmen, Gates, Schulz, Grimes, and
Tyler, 1977, pg. 274). Millions of dollars throggh Medi-
caid are spent on unwanted births and raising unwanted
children when abortion is not accessible or not acceptable.
nnwanted and abused children may be one of the
saddest outcomes of unwanted pregnancy. Child abuse is a
growing concern in America today with over one million
cases reported each year. (McCrae, 1975, pg. 9). The
emotional strain on any woman who must decide whether or
hot to have an abortion is great (Barr, 1977, pg, 56).
There have been many studies done to determine psycholo
gical effects of abortion on both women and men. Some
studies show there can be negative psjohological effects
from an abortion (Niswahder, 1972, pg. 29; Osofsky, 1971 /
.pg.: 2X5 ),
The problem of unwanted pregnancy is exempli
fied in the growing teenage pregnancy epidemic. One
million teenagers (one out of ten) become pregnant each
year with two-thirds of these pregnancies unintended
(Alan Guttmacher Institute, 1976, pg.•10, 16). Teenagers
account for one in every five births in the Dnited States
today (Alan Guttmacher Institute, 1976, pg. 11).
i  Unwanted pregnancy and abortion are serious concerns
and issues for society today. It can no longer ignore
the GonsequenGes of unwanted pregnancy. They affect the
physical, emotional, psychological, and economical aspects
of both the individual and the community. It seems in
appropriate that the nursing profession should stand back
and say nothing about these concerns and issues. Nurses
are competent and in positions to deal with some of these
problems.
Objectives of the Study
The overall objective of this study is to promote
nursing research and enable nurses to better care for
their clients and patients. The purpose for choosing
this particular topiic is to determine factors which con
tribute to the ndnuse or misuse of contraceptives leading
to unwanted pregnancies. Low self concept is hypothe-
sized to he a. factor in contributing t contraceptive
misuse and unwanted pregnancies. The practical goal of
the study is to determine the relationship between self
concept, contraceptive use and repeat abortion behavior,
enabling those involved to better manage and counsel
abortion clients.
Questions to be Answered
This study attempts to answer three questions;,
(1) Do repeat abortion clients have, on the average, a
lower self concept than other comparable groups of pregnant
and non-pregnant women? (2) Is there an identifiable
relationship between self concept and contraceptive behavior?
(3) Is there a difference in contraceptive use between
repeat abortion clients and first-time abortion clients?
Assumptions of the Study
The underlying assumptions of this study are:
(1) A person's self concept affects the way he behaves
and therefore affects contraceptive and abortion behavior;
and (2) Contraceptive misuse or nonuse is directly related
to the occurrence of unwanted pregnancy.
Theoretical Framework
Individuals react to situations in terms of their
unique perceptions of their world. People react to "reality"
as they perceive it and in ways consistent with their
self concept. Self concept provides the individual with
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a fraroe of refereri a consisitentvlOw of themselves in
relation to their environmOht> and is essential in guiding
their behavior {Coleraan/ 1972, pg. 65). It is a mediating
agent between the organism and the social environment
{Mossman, 1968, pg. 363). Research studies have corrobo
rated the close relationship between self concept and the
development of such crucial traits as self-esteem, self-
reliance, conscience development, self-control, and coping
behavior (Goleman, 1972, pg. 151). One study has associ
ated self-esteem With the individual's consistency of
social behavior at the .005 level of significance (Mossman,
1968, pg. 366). Self-esteem, self-reliance, conscience
development, self-cOntrol, coping behavior, and consistency
of social behavior all affect the manner in which a woman
will use contraceptives. A woman Who has a low self
concept will not feel she is capable of dealing effectively
with decisions regarding pregnancy and its prevention.
She may also feel pregnancy is the path to increased
self-esteem (Kimball, 1970. pg. 295). If the previous
statements are true, then repeat abortion clients (those
who do not deal effeetively with pregnancy and its pre
vention ) will have a lower self concept and less effective
use of ccntracaptives than first-time abortion clients
and nOn-pregnant women effectively using contraceptives.
Since nurses and health professionals are involved
with and concerned with the increasing numbers- of women
.  ■:io
who seek repeat aboirtions, the knowledge that self concept
may be a factor will give health prbfessionals a means of
dealing with the problem if they have knowledge of dif
ferent ways to deal with and increase self concept.
The hypotheses of this study are:
(1) Repeat abortion clients will not have a
significantly different educational level at p=.05 than
first-time abortion clients and non-pregnant clients
effectively using the pill.
(2) There will be no significant difference at
p=.05 in educational level between a) clients who have
never used a contraceptive and clients who have used
contraceptives inconsistently, and b) clients who have
been protected by some method of contraception every time
they have sex for at least the past four months as reported
by the client.
(3) Repeat abortion clients will not have a sig
nificantly different self concept at p=.05 as measured by
the Tennessee Self Concept Scale than first-time abortion
clients and non—pregnant clients effectively using the
pill.
(4) There will be no significant difference at
p=.05 in self concept between a) clients who have never
used a contraceptive and clients who have used contracep-
itGonsistently, and b) clients who have been pro-
;■ 11
tected by some method of GOhtraqeptipri every time they
have sex for at least the past four moiiths as reported by
•the •client. .
(5) There will be no signifidaht difference at
P-.05 of contraceptive use in repeat abortion clients as
compared to first-time abortion clients.
Definition of Terms
The key terms in this study are abortion, repeat
abortion client, first-tirae abortion client, nori-pregnant
client effectively using the pill, the pill, contraceptive
behavior, ineffective contraceptive use, effective con
traceptive use, and self concept. Operational defini
tions are as follows:
Abortion. The arresting Of a human fetus before
it is viable, by a licensed professional. For this study,
does not include miscarriage or involuntary removal.
Repeat abortion client.. Any female, aged 15-25,
who is presently seeking an abortion at a private abortion
and family planning clinic who states she has had a previ
ous induced abortion.
First-time abortion client. Any female, aged
15-25, who is seeking an abortion at a private abortion
and family planning clinic who states she has had no
previous induced abortion.
:  12
Non-pregnant client effectively using the pill.
Any female, aged 15-25, who is a client at a private
abortion and family planning clinic and states she has
been using the pill effectively during the previous four
months and has not had a previous induced abortion.
The pill. A hoimonal, oral contraceptive method
which alters a woman's hormones preventing ovulation and^
pregnancy. It is considered to be 99.9% effective when
used properly.
Contraceptive behavior. A raeasurement of the
degree of use of contraceptives as reported by the client
in filling out a prepared questionnaire. The type of
contraceptive may be oral, IDD, the diaphragm, foam,
condoms, jellies, and/or suppositories, and rhythm.
Withdrawal will not be considered as contraceptive use.
Effective contraceptive use. Any client who
states she has been protected by some method of birth
control every time she engages in sex during the previous
4 months will be considered an effective contraceptive
user.
Ineffective contraceptive use. Any client who
says she has never used a method of contraception or has
used a method inconsistently will be considered an ineffec
tive contraceptive user.
,  ;i.3
concop"b,. "Tti© individual's sense of his own
identity, worth, . capabilities, and liraitations" (Coleinan,
1972, pg. 772). For this study, self concept will be
measured by the Tennessee Self Concept Scale (TSCS).
Uncontrolled Variables
There can never be one causative factor in any
process. A particular condition or outcome is a result ̂
of many interacting, interwoven factors. Self concept
can never be the only causative factor in unwanted preg^
nancy. It interacts with many other factors. Control of
all other factors or variables which might affect the
occurrence Of unwanted pregnancy is nearly impossible in
the study of the relationship of self concept to the
occurrence of unwanted pregnancy. Hov/ever, that does not
mean it is useless to attempt to st^^Y the ^relationship.
Some variables can be controlled through the design of
the study and the selection of the sample. Uncontrolled
variables that may affect this study are: (1) previous
knowledge of, teaching, counseling, and exposure to con
traceptives,- (2) anxiety at time of data collection; (3)
previous experience with abortion; (4) experiences with
and influences of peers; (5) emotional stability; (6)
family relationships; {7) general values, morals; (8)
attitudes toward abortion; (9) religious affiliation and
beliefs; (10) attitudes toward sexuality; (11) person-
ality and lifestyle; (12) reiationship with partner; (13)
■  14
general motivation level; (14) attitHdes about Gontracep-
tion; (15) nuinber of previous live births; (16) present
school attendance. Variables which are controlled by the
study are: (1) age; (2) educational level; (3) ethnicityr
(4) marital status.
Outline of Subsequent Research Report
The second chapter of this report focuses on what
current literature has to say regarding the problem of
unwanted pregnancy and what similar studies have been
done. Following the literature review, chapter three
discusses the methodology and design of the study and the
findings are presented and analyzed in chapter four.
Ghapter five closes with conclusions and recommendations.
CHAPTER 2
REVIEW OF SELECTED LITERATDRE
This chapter presents research and theories from
the literature which deal with the problem of unwanted
pregnancy. The first section gives a brief history of
abortion and contraceptive status and development through
the ages. The current status of'abortion, including
rates and ratios, morbidity and mortality, demographic
characteristics, and trends, is then discussed. Initial
research, from 1940 to 1970, regardihg theories of causes
Of unwanted pregnancy and current research on factors
relating to unwanted pregnancy are looked at. Last, but
not least, studies done specificaliy on the repeat abortion
client are discussed.
History of Abortion and Contraception
Abortion and means of preventing pregnancy have
existed throughout history. During most of this history
abortion has been considered a proper procedure. Records
indicate that it was commonly practiced in Egypt and in
China thousands of years before Christ. It was also
practiced freely in the Greek city states and Rome (Barr,
1977, pg. 288). Plato and Aristotle spoke in favor of
abortion, at least prior to viability (Barr, 1977, pg.
288). In British common law, from the thirteenth century
.  15
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onward/ abortion performed before "quickening" was not
Gonsidered an offense. Christian theology at the time
held that the fetus became animated by a rational soul
and abortion was therefore a serious crime only at forty
days after conception (Barr, 1977, pg. 288), For more
than 1,800 years the Catholic Church accepted abortions
that were performed before quickening. Only a century
ago, in 1869, the Catholic Church took the position that
all abortions were to be considered murder (Barr, 1977,
pg. 288),/ ^In the 1800's antiabortion laws came into
effect in England and the United States because of the
concern with the health of the mother in absence of anti
sepsis, antibiotics;, and adequate medical diagnosis.
"Another reason had to do with the simple concept that in
numbers there is strength..." (Barr, ,1977, pg. 289).
)  ' ; ■ . . " ' - ■ ■ ■ ' ■ ■
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The demands of industry for workers, the effects of our
civil wars, and expansions into the western territories
all caused a need for more people. Also, "the middle of
the last century saw a prolonged surfacing of the related
ideas that sex for pleasure was bad, that pregnancy was
punishment for pleasure, and that fear of pregnancy would
reinforce morals" (Barr, 1977, pg. 289).
In the late 19th century, Anthony Corastock spon
sored laws which for decades banned ,^irth control education
and services in the United States. "In 1873, Congress
passed the Comstock Law, making it a crime to import,
ftiail, or transport in interstate Gommerce obscene litera
ture or every article or thing desighed, adapted/ or
intended for preventing conception or producing abortion"
(Hymovich, 1973/ pg. 171)..
The Birth Control League (now known as Planned
Parenthood Federation of America) was founded in 1942 and
began to develop and struggle for legality. Abortion
reform began in 1959 when it was considered legal to
terminate a pregnancy if it threatened the life or mental
health of the mother/ if the child would be born with
gravo physical or mental defects/ or if the pregnancy
resulted from rape or incest. Not until 1966 did the
U.S. Department of Health/ Education and Welfare promote
the first official positive family planning policy. In
1970/ Alaska/ Hawaii, New York, and Washington legalized
all abortions performed by physicians up to 12 weeks
gestation in pregnancy. In 1973, the Supreme Court
declared restrictive state abortion laws unconstitutional.
Today/ legal abortion and contraception is theoretically
available to any and all who desire it, including those
who can't always afford it, through Medi-cal and Medicaid
funds. :
Epidemiological Status of Abortion
Christopher Tietze is one of the foremost epide
miologists in the field of abortion and contraceptive
use. Most of his studies focus on trends in abottion.
abortion mortality and ifnorbidity, thb Of feet of legaliza
tion of abortion, abortion needs and services, and other
demographic and epidemiological factors relating to abortion.
He is often a consultant for many other studies in inter
preting and analyzing data. Most of his studies deal
with statistic gathering and trends. He is at present
Senior Consultant with the Technical Assistance Division/
of The Population Council. From 1970 to 1972, he was
director of the Joint Program for the Study of Abortion
(JPSA). Of course there are many other good epidemiolo
gists in this area, willard Cates, M.D., M.P.H., is
chief of the Abortion Surveillance Branch for the Center
for Disease Control, DHEW, and has contributed much to
increasing knowledge regarding abortion characteristics.
In 1969, Christopher Tietze felt that abortion
"constitutes one of the major areas of ignorance with the
scope of public health and population studies" (Tietze,
1969, pg. 312). Since 1969 and the legalization of abortion
in all states in 1973, there have been many epidemiological
studies done on abortion.
Eight hundred fifty-four thousand, eight hundred
and fifty-three legal abortions were reported to the
Center for Disease Control in 1975, representing more
than one legal abortion for every four live births (CDC,
1977, pg. 1). Ths Alan Guttmacher Institute counts over
1,034,200 legal abortions performed in 1975 (Sul1ivan,
1977, pg. 116). The number reported to CDC is an increase
of 12 percent over 1974 (CDC, 1977,/pg, 1). Sixteen >
perceht of women obtaining aibortions had uhdergone abortion
previously, as compared With 12 percent in 1974 (CDC,
1977, pg. 1), Some studies quote 21.5 pereent of all
abortions were repeat abortions (Pakter, 1975, pg. 248).
The ratio of legal abortions to live births increased 53 .
percent between 1971 and 1974 (Pakter, 1975, pg, 250).
"As the era of legal abortion in the United States continues,
the cumulative number of women who have had legal abortion
increases, thereby enlarging annually the population at
risk of having a repeat legal abortion" (CDC, 1977, pg.
■4).. .
Women obtaining legal abortions in 1975 tended to
be young, white, unmarried, of low pafity, and early in
pregnancy at the time of the procedure (CDC, 1977, pg. 1).
The rate of abortion mortality in 1975 was 3.2
deaths per 100,000 abortions (CDC, 1977, pg. 48). Between
1940 and 1950, there was a steady decline in the number
of deaths, from 1,6 82 to, 316, v^ith an ay,erage annual rate
of decrease of 15 percent between 1950 and 1965; abortion
deaths leveled off at a mean of 281; between 1966 and
1970 the number declined at an annual rate of 11 percent;
and between 1970 and 1974, the rate of decline accelerated
to 31 percent per year (Cates, 1976, pg. 108). This
trend, from 1940 to 1974, shows the relative safety of
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abortion today. Only 44 woraen died from abortion in 1975
(CDC, 1977, pg. 1). ,
There were 0,44 major Gomplications per 100 legal
abortions performed in the U.S. in 1975 and 6.92 minor
complications per 100 legal abortion's (Von Allmen, 1977,
pg. 273).
One million teenagers become pregnant each year. ,
Two-thirds of these pregnancies are conceived out-of-wedlock
and two-thirds of them are unintended. More than 600,000
teenagers give birth each year with 94 percent of the
mothers keeping their babies at home with them (ftlan
Guttraacher institute, 1976, pg. 10, 11). Sixty percent
of the girls who had a baby before they were 16 were
pregnant again by the age of 18 (Right Now, 1978, pg.
45).
Some of these facts may be startling, others not.
It is dear that abortion rates are continuing to increase
and with them repeat abortion rates. Although many have
accepted abortion as a valid method of population control,
none would feel that it is the preferred method of birth
limitation. The fact that so many teenagers are involved
with the problems of unwanted pregnancy and abortion
should deepen society's concern for these problems.
A Look At Initial Research
Before the early 1970's there were very few studies
done on abortion mainly because of its legal status. The
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studies that:were done focused on factors causing pregnancy
and were done mainly by psychiatrists who saw troubled
pregnant women. Most of these studies focused on specific
cases and were non-experimental, non-generalizable, unsys
tematic , and often more subjective than objective. They
were of merit, however/ in presenting theories which
later were more systeraatically studied.
One study, focusing on 'the need to be pregnant',
examined the case of one 35-year' old single woman who had
had six pregnancies (Lerner, 1967, pg. 288). She was
being seen at an outpatient psychiatric facility where
the researcher investigated the unconscious and conscious
factors leading to this v7oman's 'need to be pregnant'.
Motives which were discussed dealt with narcissism and
dependency, identity and body image, power, and guilt and
pain dependence. Other similar studies (Barglow, 1964;
Dressier, 1958; and Greaves, 1960) dealt with topics such
as pseudocyesis and used case histories of psychiatric
patients.
A famous concept presented by Hans Lehfeldt in
1959 was 'Willful Exposure to Unwanted Pregnancy' (WEUP)
{1969, pg. 661). As a practicing OB-GYN physician, he
began concentrating on those patients who expressed anxiety
and/or a wish that they were not pregnant. His study was
also non-experimental and used case histories. Dp to
this time, most health personnel assumed that an unwanted
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pregnancy was the result of ignoranGeY objection to contra
ception on religious grounds, non-acceptance of the method
prescribed by the physician, or raethbd failure (Lehfeldt,
1959, pg. 661). liehfeldt attempted to "demonstrate that
certain tendencies {psychological and behavioral) inherent
in human nature may thwart the protective action of contra
ception" (1959, pg. 661). He found, in 20 out of 26
cases, the presence of severe stress, severe illness,
death, fear of sterility, premenopausal panic, protracted
engagement period, fear of remaining single, fear of
impotence, and immaturity in one or in both partners.
Some of these factors have since been shown to be signif
icant in the occurrence of unwanted pregnancy.
Rainwater was one of the few researchers during
the early 1960's who looked at socidlogical factors having
a bearing on fertility control. Most studies during this
time focused on physiological factors, as these were
relevant and easily studied with available techniques.
Rainwater found that social class was an important vari
able related to the ability to control family size. He
postulated that the lowest-class group lacked self-
restraint (Rainwater, 1960).
Very soon after the pill was developed. Dr. Bakker,
from the Oniversity of Washington, turned his focus to
psychological factors relevant to contraceptive effective
ness. Lehfeldt was among the first to think about psycho
logical factors related to unwanted pregnancy and Bakker
was another pioneer in that he did one of the first well-
designed and methodologioal studies. He sarripled 7 2 women
on oral conttaoeptives and their husbands (Bakker, 1964,
pg. 559). Both husbands and wives completed the Minnesota
Multiphasie Personality Inventory (MMPI), the Edwards
Personal Preference Schedule (EPPS), and the 16 Personality
Factor Questionnaire (16PP). Historical data, including
information concerning past experience with contraceptives,
sexual interactions, and present life situation, were
obtained during a follow-up period of 2 years, with visits
scheduled at a 3-month intervals. The interview material
from the 3 most recent visits was used to rate the woman
on the occ'uxrence of pill forgetting. His results showed
that women with a considerable degree of immaturity, who
avoid taking responsibilities, and who tend to be impulsive
and inclined toward action rather than contemplation in
solving conflicts were more likely to forget pills than
the mature,ones. This forgetting was enhanced by the
presenc® of discord between husband and wife and con
flicting attitudes toward sexuality (Bakker, 1964, pg.
566). Dsing appropriate statistical analysis, his re
sults were significant at p=.025.
Lidz, in 1969, explored how the woman's use of
contraception is influenced by her attitudes and feelings
toward sexuality, pregnancy, childbirth, parenthood, and
particularly infertility (1969, pg. 761). Although his
study was based on case histories, he came up with some
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interesting conclusions. He felt that a woman's procrea-
tive function influences her general corafort, well-being,
an<l self-esteem and that when a woman is on the pill or
has an IDS), she feels frustrated at having sexual inter
course "for no purpose" and guilty about not being able
to procreate. Many of the women "seemed to consider thet.
sex is for men and babies for women, depending on their
babies for emotional gratification and wishing for new
ones as soon as the last one outgrows maternal closeness"
(Lidz, 1969, pg. 770).
■  Most of the professional literature concerning
family planning and birth control be fore the early 1970* s
was "replete with clinical observations and assumptions
about psychological aspects of abortion, but systematic
studies are few and far between" (Hihry, 1972, pg. 61).
Current Studies on Factors Contributing to Unwanted Pregnancy
"While many of the reasons for misuse or
rejection of contraception are included
within the commonly discussed areas of
contraceptive knowledgeability, accept
ability, availability, cost, religious
proscription, etc., innumerable other
reasons, principally in the psychologi
cal and interpersonal relationship realms,
are also operative, consciously and
unconseiously, in both partners."
(Sandberg/ 1971 pg. 227).
After the 1970's there seemed to ber a flood of studies
done of psycholbgical factors related to contraceptive
misuse and unwanted pregnancies. "In this permissive
society, in which there appears to be good access to
contraceptive advice and easy acceptability pill,
women still have unwanted pregnancies" 1975, pg.
82 4). As rao re and mo re effort i s put into fami1y pianning
programs, and more and more women keep having unwanted
pregnancies, the question of why becomes increasingly
important.. Current research is urgently searching for
the answers-.- '■
I  Kantnet and Zelnik from the Depart^®ri't of Popu
lation Dynamics, Jobn Hopkins Oniversity School of Hygiene
and Public Health, are well-known for their studies on
aspeots of teenage pregnancy. Sadja Goldsmith, the direc
tor of Teenage Services, and Mary Gabrielson, the Assistant
Medical Director Of Planned Parenthood World Population
in San Prancisco and Oakland, Calif., are two other promi
nent researcheirs of teenage contraception. Most of their
studies appear to have been correlational, systematic,
well-designed, appropriately analyzed, and often used
control groups.
Goldsmith and Gabrielson State, "In the area of
unwanted pregnancy we are moving beyond decrying the sta
tistics and rehabilitating schoolgirl ffiothers to thinking
about acceptance of adolescent sexuality and prevention
of its consequences" (Goidsmith, Gabrielson, Gabrielson,
Potts, and Shoitz, 1971, pg. 33). One of their most
well-known studies reveals; (1) girls nsing contracep
tives effectively were significantly more oriented toward
higher education and the postponement of marriage than
abortion clients and pregnant unwed girls (maternity
group)? f 2) the abortion group and maternity group
responded significantly more positively than the contra^
ception group to statements such as "there are no birth
control methods a couple can really trust; if it's meant
(fated) for a girl to get pregnant, she will anyway" and
"I'd feel pregnancy would never happen to me" and "I'd
feel I shouldnt' have intercourse at all, so I wouldn't
plan ahead to do it" al1 of which represent denial;
(3) the contraception group had a much greater acceptance
of their sexuality (Goldsmith, and Others, 1971). Guilt
about sex, denial of risk, and ambivalence about getting
pregnant were some of the most prominent factors relating
to contraceptive use;
"The most striking charactefistic of adolescent
contraceptive use is its irrationality" (Cvetkovich,
Grote, Bjorseth, and Sarkissian, 1975, pg. 258), Kantner
and Zelnik, from results of a national survey of 4,611
women, aged 15-19, found nearly six in ten women did not
use contraception at last intercourse because they believed
they could not become pregnant, they were too young, they
had sex too infrequently, or they had intercourse at the
wrong time of the month. They also found there was a
strong relationship between contraceptive use and self-
perception (Kantner and Zelnik, 1973). Again, many of
these factors relate to denial, guilt over sex, and non-
expectation of intercourse.
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Cyetkovich feels tlaafc tl^ rap^ ado-
lesGent self concept has a lot to do with their contra
ceptive behavior. He feels the best way to study this
relationship is with a longitudinal study (1975, pg.
260). No studies of this kind have been done to date.
Sandberg and Jacobs perceive decision-making as
an important factor. "A great many of these forces
(relating to contraceptive use) appear to be changeable
in type and strength and vary with time, age, situation,
partner, etc. This leads to the necessity for repeated
decision-making..." (Sandberg and Jacobs, 1971, pg,
227). Many feel that self concept affects decision—making
{Coleraan, 1972; Keeves, 1971, pg. 10).
Prom information acquired from the literature,
from gynecologic and psychiatric practioners, and from a
large number of patients, Sandberg and Jacobs attempted
to discern the major psyGhological reasons why undesired
pregnancies were allowed to occur throvigh the misuse
and/or rejection of contraception (Sandberg and Jacobs,
1971, pg. 221). This was not a well-controlled or syste-
matic study, however their ideas have since been examined
and presented in many other studies. They arbitrarily
divided the reasons into 14 general categories as followss
denial—of possibility of pregnancy, that contraceptive
measures work, of any personal responsibility for contra
ception; (2) love—equated with self-sacrifice and the
willingness to take risks; (3) guilt-—many associate
,  28-
contraception with promiscuity (Barr/ 1977); (4) shame or
embarrassment; (5) coital gamesmanship--achieve dominance
or control of the relationship; (6) sexual identity
cohilicts-—woman who senses herself to be fertile feels
more feminine> more attractive, more desirable. "For
both men and women, sexual identity and sexual adequacy
are very closely allied with self-esteem and feelings of
self-worth" {Sandberg, 1971, pg. 229); (7) hostility— /
usually an immature, revengeful act in which pregnancy is
sought in an attempt 'to get even'; (8) masochism —proof
of wprthlessness, gesture of self-destruction. "Degrading
behavior, irresponsibility, and emotional and physical
punishment are all brought together to prove that one is
reprehensible and socially and morally wretched" (Sandberg,
1971, pg. 231); (9) eroticism—sexdal pleasure is accentu
ated by or principally derived from the thrill of risk-
taking; (10) iUhilism--abject apathy so frequently associ
ated with financial poverty; (11) fear and anxiety—fear
of side effects, non-control of sexual impulses if on
contraceptives, and others; (12) abortion avai1abilitv—
appealing to women who have any one of innumerable reasons
for desiring pregnancy but not reproduction; (13) oppor-
tunism (desperation)—indulge at the moment, willing to
take risk; and (14) iatroqenesis—physicians and associated
personnel's attitudes, judgements, and influences.
"If it is possible on the basis of the foregoing
to characterize the personality that will fail most consis-
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tently in contraceptive usage/ it is the immature/ depen
dent/ self-punishing;individual who has a feeling of low
self-esteem and self-worth and who has little, if any,
desire to control his or her life" (Sandherg/ 1971, pg.
233). "Success in life, in marriage, in business, etc.
correlates well with success in contraceptive usage as
does maturity, intelligence, and motivation" (Sandberg,
1971, pg, 233).
Almost all psychological factors relating to con
traceptive failure Which have been explored in current
resea.rch fit into one of Sandberg and Jacobs 14 categories.
Most of these studies are well-designed, use control
groups, and appear to be properly analyzed. In a very
brief summary reviev/, the most important and significant
factors found in the better studies will be presented.
There were basically six prominent and significant
factors relating to contraceptive misuse throughout the
studies reviewed. These are as follows; (1) denial—
intercourse not expected or they thought pregnancy just
couldn't happen to them (Barr, 1977; Miller, 1975 ; Kane,
1973); (2) quilt and/of shame (Wolf, 1973; Kane, 1973;
Barr, 1977; Miller, 1975; Bveringham, 1975); ( 3) sexual
identity conflicts—preqnancv an attempt to increase
self-esteem and identity (Kimball, 1970; Kane, 1973;
wolf, 1973; Miller, 1975; Everingham, 1975; Rosenthal,
1975); (4) manipulative, acting-out behavior (Kimball,
1970; Wolf, 1973; Lucire, 1975; Kane, 1973; Rosenthal,
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1975; Miller, 1975); (5) ambiyalence-—halfway want to get
pregnant (Kimball, 1970; Lucire, 1975; Potts, 1971;
Bosenthal, 1975; Miller, 1975); and (6) impulsivity {Wolf,
1973; Kane, 1973; Miller , 1975; Bakker, 1964) .
One of the best studies was done by Warren B.
Miller from Stanford. He surveyed and interviewed 642
women seeking induced abortion regarding their perception
of what psychological and behavioral factors played a
role in their becoming pregnant (Miller, 1975, pg. 12).
Although he used no control groups, his study was well-
designed, used appropriate statistical analysis, was
generalizable, repeatable, and gave many insights into
why women continue to have unwanted pregnancies. He
found that in three-fourths of the cases various psycho
logical factors played an antecedent role in the occur
rence of unwanted pregnancy (Miller, 1975, pg. 19).
Self concept may very well be related to many of
these psychological factors that have been presented and
discussed.
The Repeat Abortion Client
Almost ail studies dealing specifically with the
repeat abortion client focus on the relationship between
contraceptive use and repeat abortion. No studies were
found which attempted to ascertain the relationship between
self concept and repeat abortion behavior. However, some
studies were similar in that they used the same comparison
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groups. These will be disGussed along with the other few
studies that deal with the :repeat abortion client.
Not many people Ippk favorably on the repeat
abortion client. Many do not even understand the reasons
for one abortion, let alone the reasons a woman will come
in for repeat abortions. 'Haven't they learned their
lesson after one?' is often heard.
Most current studies show that repeat abortion
clients initially use contraceptives more effectively
than first'^time abortion clients and as effectively as
sexually active non-^pregnant women (Leach, 1977, pg. 38;
Schneider, 1976, pg. 319). However, over time, they
become less persistent users of contraception (Schneider,
1976, pg. 317). Tietze, making various assumptions,
predicted that within 10 years after their first abortion
loo post abortion pill users will have had 20 to 70 repeat
abortions, and that 100 post-abortion users of other
contraception will have had 100 to 300 abortions (Tietze,
1974, pg. 148).
There was no significant difference in type of
contraGeption used in the month preceding conception
between repeat abortion clients and first-time abortion
clients (Fortney, 1977, pg. 15). Approximately 60 percent
had used no method and another 25 percent had used coitus
dependent methods (rhythm/withdrawal, condom, diaphragm/
foam/jelly) (Fortney, 1977, pg. 15). At the time of a
two-week follow-up visit 47.2 percent of repeat abortion
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clients were using pills, IDD, or aiaphragm compared to
52.3 percent of first~tiroe abortion clients (Fortney/
1977, pg. 14).
A popular idea is that some repeat abortion clients
use abortion as an alternative to contraception or relied
on abortion as their primary method of birth control
(Schneider, 1976, pg. 316). Most resS3i"ch does not support
this idea (Bracken, Hachamovitch, and Grossman, 1972, pg.
816) .
Schneider found 49 percent of repeat abortion
clients had used the pill or IDD in the previous year
compared to 30 percent of first-time abortion clients and
66 percent of non-pregnant sexually active women. Ninety-
eight percent of repeat abortion clients, 89 percent of
first-tirae abortion clients, and 85 percent of non-pregnant
women intended to use these methods in the future (1976,
pg* 319) .
The problem with most of the studies done on
repeat abortion clients is that the comparison group is
usually first-time abortion clients. How do you know
whether these first-time abortion clients will stay an
'only one—time aborter' or will eventually become a repeat
abortion client also? A prospective study would be the
only way to differentiate. Schneider and Thompson
realized this and used three other groups as comparison
instead of only first-time abortion clients. Four popula
tions of women were studied via a questionnaire: (1)
those VTho were seeking a repeat abortion; (2) those who
were seeking their first abortion; {3) those who currently
were continuing a pregnancy; and (4) those presuinably at
risk of Gonception who were not pregnant. Their study
was similar to the present study in the groups used, but
their study dealt with contraceptive use and demographic
characteristics with no mention of psychological factors
or self concept.
Judith Leach studied first-time and repeat abor
tion clients regarding their contraGeptive use and some
personality characteristics and attitudes of these two
samples. She reports that 49 percent of repeat abortion
clients desired a lot of self-change as compared to only
9 percent of the initial abortion clients. Repeat abor
tion clients also reported a higher Incidence of "bad
luck" than the initial abortion clients (Leach, 1977, pg.
38-39). A much higher proportion of repeat abortion
clients gave strictly negative feelings toward the current
abortion 928 percent) than initial abortion clients (13
percent). "From the abortion counselor's point of view,
these findings.... suggest that many women seeking repeat
abortions may feel unable to control their lives, especi
ally in the areas of sexuality and reproduction" (Leach,
1977, pg. 39). Leach's study indicates certain psychologi
cal factors to be related to repeat abortion behavior,
however there is insufficient information given in the
study regarding data analysis and procedures, the tools
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used, and selection of subjects to determine v/hether the
Study was generalissable, appropriately analyzed, or valid.
Summary
The literature review outlined a brief history of
abortion and contraception, it discussed the epidemiologi-
cal status of abortion, it reviewed the standing of initial
research done in this area and then current studies done
on factors contributing to unwanted pregnancy and contra
ceptive misuse. It concluded with a discussion of the
literature specifically pertaining to the repeat abortion
client.
■;gha.pter- 3 ,■ ■ ■ ■ ■ :
EESEARCR
ThiiS is a retrospective ̂  nbri-expetiinent study
using the analytical approach to ascerta.in the relation
ship, if any, that exists between self concept, contracep
tive use, and repeat abortion behavior.
Variables ■
For Hypothesis 1, the independent variable is
educational level and the dependent variable is repeat
abortiion clients. For Rypothesis 2, the independent
variable is educational level and the dependent variable
is contraceptive effectiveness. For Hypothesis 3, self
concept is the independent variable and the repeat abor
tion client is the dependent variable. For Hypothesis 4,
self concept is the independent variable and contraceptive
use is the dependent variable. For Hypothesis 5, contracep
tive use is the independent variable and repeat abortion
is the dependent variable.
Selection of Subjects
The sample was a purposive, non-randoiti, convenience
sample consisting of the first thirty clients in each of
three groups that fit the criteria for selection. All
subjects were clients from a priyate family planning ser
vices clinic located in Southern California, Riverside
County. Group i consisted of repeat abortion clients,
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group II consisted of first-time abortion clients, and
group III consisted of non-pregnant clients effectively
using the pill ah a contraceptive method * The sample
size was to be no less than 25 in each group.
The researcher had hoped to include and collect
data from a fourth group of young women: pregnant, unwed
teens from Riverside and San Bernardino County's special
schools for pregnant unwed teens. This group would have
served the purpose of expanding the base for comparison,
■giving a broader group of pregnant and non-pregnant women
to compare with repeat abortion clients. Difficulties in
obtaining permission to collect the data on this group
excluded it from the study.
Criteria for selection of subjects. Criteria
pertaining to all three groups was as follows: Persons
included in these samples must (1) be female, between
ages 15 and 25. This is the group with the highest abor
tion rates and accounts for almost 65 percent of abortions
(Center for Disease Control, 1977, pg. 2). Young ado
lescents', under 15 years of age, self concept is still
evolving (Cvetkovich, 1975, pg. 260); (2) to be a resident
of San Bernardino or Riverside County; (3) be able to
speak, read, and comprehend English; (4) not have any
psycho-physiologic dysfunction which prohibits them from
taking tests, answering questionnaires, or filling out
forms; (5) be clients at the private family planning
clinic in Riverside.
Criteria pertaining to both abortion clieht groups
is as follows; (1) not have any physical defo^
hereditary disorders/ or handicaps which might cause them
to be obtaining a standard clinic abortion procedure (D&C
or suction curettage). No hysterotomies, salines/ or
dilatation and evacuation's will be accepted- These are
more serious procedures which the client is aware of and '
may make her more anxious/ affecting her ability to con
centrate on the TSGS; also, these procedures are usually
done .when the pregnancy is over 12 weeks gestation; (2)
not be over 12 weeks pregnant. There may be other uncon
trolled variables affecting reasons for an abortion at
this Stage, such as; danger to mother's health, possi
bility of deformed fetus, marked indecision which could
be a biasing factor in self concept.
Additional criteria pertaining only to the repeat
abortion group is as follows: Persons included in this
sample must have had one or more previous induced abortions
as reported by the client.
Additional criteria pertaining only to the first-
time abortion group is as follows: Persons included in
this sample must have had no previous induced abortion as
reported by the client.
Criteria pertaining tp the npn-pregnant client
group is as follows: Persons included in this sample
must (1) be currently using the pill; (2) have consis-
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tehtly used the pill for at least the previous four months;
(3) have had no previous induced abortion (helps differen
tiate women who are effective users of contraceptives and
have not had any unwanted pregnancies).
Settinq
The agency where data for the three groups was
collected is a private, non-profit, out-patient clinic in
riverside County, California. This agency offers pregnancy
verification, problem pregnancy counseling, out-patient
therapeutic abortions, and family planning to the Riverside
and San Bernardino Counties. Women who come to the clinic
for abortions are often referred by county problem pregnancy
centers, by social workers. Public Health Nurses, guidance
counselors, school nurses, advertising in the yellow
pages, and by word of mouth.
Instrumentation
The tools used for the collection of data were a
short questionnaire developed by the researcher and the
Tennessee Self Concept Scale (TSCS). The questionnaire
included data about certain demographic charaGteristics;
age, ethnic origin, marital status, and educational level.
It also elicited information on contraceptive use and
abortion history (see appendix G). Age and abortion
history were obtained for purposes of sample selection.
Ethnicity, marital status, and educational level were
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obtained for purposes of controlling uncontrolled factors
and statistiGal analysis. Factors ascertained under
Gontraceptive use were (1) how consistently contracep
tives were used; (2) which iiiethods had been tried; and
(3) the method most recently used.
The TSCS consists of 100 self-description items,
of which 90 assess the self concept and 10 assess self
criticism. For each item, the respondent chooses one of '
the five-response options labeled from "completely false"
to "cofflpletely true". Items for the scale involve the
following aspects of the self: Identity, Self-Satisfaction.
Behavior, Physical Self, Moral-Ethical Self, Personal
Self, Family Self, and Social Self. Each of these items
had a separate subscore. These subscores were combined
to give a "Total Positive Score" which was the measure of
the person's overall self concept (See Appendix J and
K). The scale assumes suitability for subjects age 12 or
older and having at least a sixth grade reading level.
It may be given to normal or severely disturbed clients.
The TSCS has been shown to be reliable and valid:
retest reliability coefficient =,80, correlations with
other well-known tools =.70, and the internal consistency
coefficient =.91. The test has demonstrated content
validity, construct validity, and has supportive evidence
of concurSfent validity (Buros, 1972).
■ ■ '40
Pilot Study
A short pilot study was done on three clients to
appraise the operation of adntinistering the questionnaire
and TSCS, to rule out possibilities of confusion and mis
understanding on the questionnaire, and to evaluate the
length of time needed to complete the TSCS. No changes
were made based on the pilot study.
Data Collection Procedures
Repeat abortion clients and first-time abortion
clients were contaeted on a group basis the day of their
abortion procedure. They were given an oral explanation
of the procedure. Each subject spent 10 to 30 minutes
filling out the questionnaire and TSCS during the period
of time between the rap session and their abortion pro
cedure (which ranged from 1/2 hour to four hours).
The non-pregnant women group was contacted on an
individual basis as they came into the clinic for pill
refill appointments. They voluntarily stayed 20 to 30
minutes after their appointment to fill out the question
naire and TSCS.
Written infoinned consent was obtained on each
subject prior to data collection. Anonymity and voluntary
Participation was emphasized. Protection of the privacy
of the client was maintained by never using the client's
name. Permission to conduct the study was granted by the
Loma Linda University Committee on Human Studies.
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Data Analysis
The data was analyzed using the Kruskal-Wallis
one-way analysis of variance test for Hypothesis 3 and 4,
since the level of measureinent for the self concept scale
is ordinal and the level of measurement for contraceptive
use and abortion category is nominal. Hypotheses 1,
2 and 5 were analyzed using the Chi Square for K independent
samples statistical test, since the level of measurement
for both the independent variables and the dependent
variables was nominal. The level of significance for all
five,hypotheses was preset at .05.
Methodological Assumptions
The methodological assumptions for this study
were; (1) The population from which the sample was taken
was infinite; (2) The assumptions of the TSCS are applic
able to this sample; (3) The subjects are honest in their
responses to the questionnaire and on the TSCS; (4) Valid
ity and reliability of the TSCS applies to this study;
(5) Women who have had a previous induced legal abortion
have had teaching on contraceptive use.
Limitations
^  The limitations of this study were: (1) there
may have been an inherent error in the data obtained
regarding contraceptive use and the TSCS; such as circling
of wrong answer, taking the test too quickly, and clients
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misunderstanding contraceptive categories; (2) this study
used only subjects participating in the services of a
private clinic and findings can not be generalized to the
total population; (3) this study dealt with a highly
controversial topic which could produce error in objec
tivity of the subjects and the researcher; (4) the use of
a non-random sample decreases the representativeness and
generalizability of the results of the study; (5) there
may be unindentified uncontrolled variables which influ
ence the findings of the study and the generalizability;
(6) the use of volunteers may cause a selection bias
effect (self concept lower in those that don't volunteer);
(7) the subjects may have circled answers according to
what they thought the researcher would want to see; (8)
the difference of the time and setting of data collection
between the abortion groups and the non-pregnant pill
users group may be a biasing factor affecting mood and
responses to the TSCS.
Summary
In this chapter the methodology of this study was
presented. The independent and dependent variables, the
selection of subjects, the data collection procedure and
tools used, how the data was analyzed, and methodological
assumptions and limitations of the study were discussed.
GMPTER 4
DATA ANALYSIS AND DISCUSSION OF FINDINGS
Research was conducted on three different groups
of women: repeat abortion clients, first-time abortion
clients, and non-pregnant clients effectively using the
pill. Statistical analysis was done to determine differ
ences in self concept, contraceptive use, and educational
level among these groups.
Research was also conducted on two different
groups of contraceptive users; 1) ineffective contracep
tive users and 2) effective contraceptive users. The
data on these two groups was collected On the same 90
subjects that were used for the three aborting and non-
pregnant groups above. These 90 women were merely divided
into 2 groups according to contraceptive usage rather
than abortion category, with 36 being in the effective
contraceptive group and 54 in the ineffective group.
Statistical anlysis was done to determine differences in
self concept and educational level between these two
groups.
Presentation of biographical data and statistical
analysis of the hypotheses, with a subsequent discussion




The results of the biographical data and of the
five hypotheses are presented in this section.
Bipqraphical data♦ The biographical data was
collected on the three groups of aborting and non-
pregnant women, and included age, marital status, ethnic
group, and educationai level.
Table 1 presents the data on age.







The ages of each group were very similar to each
other, with the combined mean age being 19.9 years. As
would be expected, repeat abortion clients were slightly
older than first-time abortion clients. Age could not be
compared with other studies, because most studies did not
limit age criteria for Selectibn. The similarities in
age between the three groups of pregnant and non-pregnant
women, due in part to^ ^^ 1 of criteria for selection,
eliiTiinates age as an unGOntrolled variable in this study.
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The marital status and ethnic group are presented
in Tables 2 and 3, respectively.
Table 2. Marital Status by Abortion Group
Divorced
%Single %Widowed %Married
Repeat 63.3 13.3 23.3
First-time 63.3 10.0 26,7
Non-pregnant 73.3 0 26.7
Total 67.0 8.0 25.0
Marital status between the three groups was
similar and the total was comparable to most other studies
and the national statistics. The CDC reports 26,1 percent
married and 73.9 percent unmarried for all abortion
clients in 1975 (CDC, 1977, pg. iv), compared with 25
percent and 74.9 percent unmarried in the present study.
Table 3. Ethnic Group-by Abortion Category. '
%White %Black %Other
Repeat 90.0 6.7 3.3
First-time 83.3 6.7 10.0
Non-pregnant 90.0 6.7 3.3
Total 88.0 7.0 5.0
The percent of whites in the present study was
higher than most studies and the national statistics by
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about 20 percent (CDC, 1977, pg. iv). This is most
likely due to the private clinic setting, Judith Leach's
results for a private clinic were very similar to the
present study (86,2 percent white) in contrast to her
results at a public clinic (19.1 percent white) (1977,
pg, 37), The geographic and socioeeonomic area would
have much to do with the ethnic group. This factor in
the present study decreases its generalizebility to other
ereas. The similariti®s of ethnic group between the
three groups ejccludes this factor as being an uncontrolled
variable in the present study.
Repeat abortion and education level: Hypothesis 1
There were no significant differences in educa
tional level among the three groups of aborting and
non-pregnant women at the 5% level (Table 4),
Table 4. Educational level by Abortion Group.
Last Grade Conpleted
5-6 7-8 9-10 11-12 13-14 15-16 17-18 Total
Repeat 0 1 1 19 8: 1 0 30
First-time 1 0 5: 16 ' 4 4 0 30
Non-pregnant 0 0 ;  , 1 16 "  -5/.; ■ ■  , . 3' ■ 30
Total 1 1 7 51 17 10 3 90
The non-pregnant group did have a slightly higher
educational level; than the abortion groups, with 13 of the
non-pregnant women attending post high school compared to 8
47-
and 9 finst—time and repeat aboirtiori Glients, respectiveXy.
Contraceptive effectiveness and educational level;
Hypothesis 2. Educational level was also tested on the two
contraceptive groups; ineffective contraceptive users and
effective contraceptive users. Subjects who had never used
a contraceptive method before and those who had used a
contraceptive method inconsistehtly in the past 2 years were
considered ineffective users. Subjects who had been covered
by some method of contraception every time they had sex for
at least the past 4 months were considered effective users.
Results indicated that effective contraceptive users have a
significantly higher educational level than ineffective
contraceptive users at the 5% level of significance. (Table
5). ■ ■
Table 5. Mucational Level by Contraceptive GroT:p.
Last grade conpleted
5-6 7-8 9-10 11-12 13-14 15-16 17-18 Total
Ineffective
1  1 5 35 10 2 0 54
Effective
user 0 0 2 16 7 8 3 36
Total 1 1 7 51 17 10 3
90
Repeat abortion and self concept: Hypothesis 3.
The self concept, using the TSGS, was analyzed in the
three groups of aborting and non-pregnant women. The
TSCS has one overall score, called the "Total Positive
4'8-
Score", whieh is a score of the subject's overall self
concept. The TSCS is also broken down into several
subscores which analyze 8 sub^aspects of the self (see
chapter 3, instrumentation). The ranked data was analyzed
by the Kruskal-^Wallis one way analysis of variance test.
The overall self concept score was not significant at the
5% level. Since the Total "P" Score was not significant,
the researcher analyzed the 8 subaspects of the self.
Table 6 presents these findings. •
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Statistical *p-
N.S N.S N.S .05 N.S N.S N.S N.S N.S
The behavior self concept subscore was the only one signifi'^
cant at the 5% level. Appendix L gives a more detailed
table of this subscore. (See page 51 for discussion).
Contraceptive effectiyeness and self concept:
Hypothesis 4. The Kruskal-Wallis one-way analysis of variance
was also used to analyze the relationship between self
concept and contraceptive effectiveness. Effective contracep-
.49
tive users had a significantly higher Total "P" Self
Concept score than ineffective users {p=.025).
Repeat abortion and contraceptive use; Hypothesis 5.
Self reported contraceptive use was compared between
repeat and first-time abortion clients, using the chi
square test for statistical analysis.
There was no significant difference in contracep
tive category reported between repeat and first-time
abortion clients (Table 8).
!  Table 8. Contraceptive Category by Abortion
Group.
Contraceptive Category
None ever Used Used "^tal
used inconsistently consistently ^
Repeat 3 25 2 30
Firat-time 6 20 4 30
Total 9 45 6 60
There was also no significant difference in the
type of contraceptive method reportedly used most recently
between repeat and first-time abortion clients (Table 9).
See Appendix M.
The number of contraceptive methods which had
been tried was analyzed in relation to the three groups
of aborting and non-pregnant women. There was no signifi
cant differenGe in number of methods tried between repeat
abortion Glients, first-time abortion clients, and non-
pregnant women. See Table 10.and 11.
Table 10. flimber of dontraceptive Methods Tried by
■ , ' V;: V; j&ortion:G^^
Nimtoer of Methods TJi^isd
0 1 2 ■  3 4 ; 5 6 7 Total
Repeat 3 6 4 . 6 2 '  1 ■ 1 30
First-time 5 9 10 3 2 0 1 0 30
Non-pa:egnant 0 12 11 ■  5 1 ■  1 0 0 30
Total, 8 27 25 15 .  9 ■ 3  ■ 2 1 90
Table 11* Average NuiOiiber; of Gontraceptive Methods
Tried sby ̂ ^rtion Gr^
# methods tried




The researcher expected to find more differences in
self concept and contraceptive use between repeat abortion
clients and first-tiffle abortion Glients and non-pregnant
clients. The difference in self concept between ineffective
contracsptive use and effective use was expected.
Educational level« The only, other' study which
compared educational level between repeat abortion clients
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and first-tirne abortion clients was Judith Leaoh's study.
Table 12 compares her results with the present study.
Table 12. Coiparison Between Judith Leach's Study
and the Present Study on Education Level
initial
Leach's study
mean yrs. of 12.8 12.8
education
Present Study
mean yrs. of ■ 12.5 12.2
education
The non-pregnant group in the present study did have a
slightly higher level of education, as would be expected.
It was expected that a more educated woman would
be more knowledgeable about her body, emotionality, and
effective contraceptive usages Findings related to
Hypothesis 2 indicated that education was a significant
factor in contraGeptive effectiveness.
There was one study which disagreed with the
present study's results on education and contraceptive
use. Susan Treolar reports, "There does not, however
appear to be any strong relationship in our sample between
education,level and contraceptive usage 'per se'. The
feelings of guilt, shame,, and embarrassment which often
surround the woman who fails to use contraception do not
affect only the formally uneducated women in our society.
They affect all women." {Treolar, 1977, pg. 529).
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Self concept in relation to abortion behavior and
contraGeptiye effectiveness. Most of the results from
this study regarding the repeat abortion client were not
expected results. It was expected that repeat abortion
clients would have a lower self concept than first-time
abortion clients and non-pregnant effective pill users.
It was also expected that they would be less effective
contraceptive users than first-time abortion clients.
Findings related to Hypothesis 4, indicating that
effective contraceptive users had a higher self concept
than ineffective users/ was an expected result.
The results appear to be incongruent. If ineffec
tive contraceptive users had a lower self concept than
effective users (Hypothesis 4), then why did not repeat
abortion clients (assuming they are ineffective contracep
tive users) have a lower self concept than non-pregnant
effective pill users (assuming they are effective contracep
tive users)? This question has several possible answers,
which will be discussed below.
1) One possible explanation could be that repeat
abortion clients are not necessarily less effective
contraceptive users than first-time abortion clients or
the majority of other sexually active women. Perhaps the
majority of sexually active women are not 100% effective
contraceptive users and the repeat abortion clients are
the statistical few who are "unlucky enought to get
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caught". There is no such thing as a sure fire, 100%
method of contraception {abstinence excluded). Any
fecund feraale, who has engaged in sex, is at risk of
becoraing pregnant. Statistically, "34% of couples who do
not want another pregnancy and who are using contracep
tives will have an unwanted pregnancy within 5 years"
(Ryder, 1973, pg. 133). We could possibly say that many
of the repeat abortion clients were using contraceptives
with the same effectiveness as the first-time abortion
clients and the majority of other sexually active women,
but, for some reason, they were the ones who became
pregnant. The following could be possible reasons:
"Some women are highly fecund and conceive in
spite of using careful contraception and making every
effort to avoid pregnancy" (Fortney, 1977, pg. 23).
Contraceptive method failure is always a possibil
ity. In the present study, 6 clients claimed they had
been covered by some method of contraception every time
they had sex for the past four months. If this was the
case, these would be contraceptive method failures. One
was using the pill, two were using the diaphragm, and the
other 3 were using foam and condoms.
Reliance on abortion is a rational choice for
women who believe themselves to be sterile {Fortney,
1977, pg. 24). The belief in sterility may have had a
basis in fact, may have been due to medical misinforma-
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tioH/ or may be attributed to folk beliefs.
Bracken feels that "Future research into the
problem of repeat aborters must take more account of
psychologic parameters in order to see whether repeat
aborters share some of the same characteristics of chronic
contraceptor failures" (1972, pg. 824). Many
have just assumed that they do share the same characteris
tics. •
Present literature reveals conflicting attitudes
regarding the repeat abortion client. Most writers
belie^i^e that repeat abortions are not conducive to general
health and well-being. There are enumerated complications
which provide a degree of risk to long-term reproductive
potential and general health. Emotional tutmoil which
accompanies unwanted pregnancy can hot be dismissed as
irrelevant. "Preventing conception rather than terminating
unwanted pregnancy is at least more prudent and desirable,
and possibly even essential" (Rovinsky, 1972, pg. 655).
The conflict regards the 'cause' of repeat abortion.
Some feel it is a statistical occurrence which cannot be
eliminated as long as human error exists. No blame is
put on the repeat abortion client herself. The blame is
put on such things as method failure and the fact that
this woman was "unlucky enough to get caught". Some,
taking another viewpoint, feel there is something inherent
in the repeat abortion client's makeup which can perhaps
■  55
be changed. There is something in her personality,
lifestyle, motivation, and/or situation which makes her
different from other sexually active women who do not
repeatedly seek abortion.
No study could be found which showed a statis
tically significant psychological or emotional characterise
tic of the repeat abortion client differentiating her
from other sexually active women. The present study also'
did not show a difference in self concept, contraceptive
use, or educational level between repeat abortion clients
and other pregnant and non-pregnant women. However, this
does not mean these results are conclusive. The studies
which have been done usually used first-time abortion
clients as comparison groups, which is not an adequate
Gomparison group. Also, there haven't been enough studies
done on psychological or emotional characteristics of
repeat abortion clients.
2) A second explanation for the incongruent
results of the present study is that it is very difficult
to divide women into effective contraceptive users and
ineffeGtive contraceptive users as though they were two
distinct groups. Women not using contraceptives in the
month of conception may have been careful contraceptive
users up to that point, but they are classified as ineffec
tive contraceptive users in the present study regardless
of the reason for stopping contraception.
3) possible explanaticjii is that, there
were too many uaeontrblled variables whiGh co'ilS not be
seen or Gontrolled and whiGh could have biased or in
fluenced the results. It was not possible to identify
reasons for npnGontraGeption or haphazard Gontraception.
Other psyGhological parameters which relate to self
concept and contraception, such as personality and life
style, general motivation level, and relationship with
peers, family, and partner, could not be determined.
4) There could have been inherent errors in the
study'which would have biased the results. The researcher
found some subjeGts completing the TSGS in 5-10 minutes
with the appearance of wanting to get it over with/ while
the others took the expected 15-20 minutes to complete
the test. The validity of the TSCS is questioned in those
cases. Also, some scores were very deviant from the
mean, being very high or very low. The researcher questions
the validity of these scores, since they are quite deviant
from the mean. Although these two factors may be somewhat
similar in the different comparison groups, they must
still be considered.
One of the eight self concept subscores was
significant when comparing repeat aborters with first-
time abortion clients and non-pregnant women; perceived
behavior. This is a measure of how the individual per
ceives he actually acts. Repeat abortion clients per-
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ceived their overal1 behavior as being not as worthy as
first-time abortion clients and non-pregnant women. This
result is perhaps substantial, suggesting that repeat
abortion clients may have less control over their behavior
than first-time abortion clients and non-pregnant effec
tive pill users. If so, this would suggest there may be
certain psychological factors differentiating repeat
abortion clients from first-time abortion clients and
non-pregnant pill users. However, the TSGS is not an
extensive enough tool on this factor to make a definite
conclusion.
Repeat Abortion and contraceptive use. Neither
contraceptive category, type of contraception used, or
the number of methods tried was a factor differentiating
repeat abortion clients from first-time abortion clients
in this study. Many of the current articles on repeat
abortion clients also do not find statistical differences
in contraceptive use between repeat abortion clients and
first-time abGrtion clients. If anything, most results
Showed that repeat abortion clients were more likely to
have practiced contraception within the previous 12
months, to have been practicing contraception at the time
of conception, and to plan to use contraceptives in the
future (Bracken, 1972, pg. 816). Schneider found that
women who have had an abortion increase their use of
contraception thereafter and remain more likely to use it
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than do women who are about to have theii^ first abortion
(Schneider, 1976, pg. 318)* This probably is due to the
same phenomenon that is seen in many disease processes:
immunization activity is always highest in the face of
personally threatening endemics or epidemics. As the
threat diminishes ̂ the immunization activity and rates
drop off over time. Repeat abortion clients initially
(in the period after abortion) use contraceptives more
effectively than initial abortion clients but become less
persistent users of contraception over time.
'  In the present study, repeat abortion clients did
use more of the pill, less of the condom without foam,
and had fewer accounts of having never used a contracep
tive method than first-time abortion clients. TWO other
studies also found repeat abortion clients used the pill
more and had a lower rate of using no method than first-
time abortion clients (Portney, 1977, pg, 15; Schneider,
1976, pg. 319). This perhaps indicates that repeat
abortion clients are more knowledgable about effective
contraceptive methods than a first-time abortion client,
which would be expected if they had had a previous legal
abortion with contraceptive teaching. There are a multi
tude of factors, other than knowledge about contraceptive,
such as motivatipn, method failure, denial, stability of
relationships, ambivalence, personality, and others,
which could explain the reason for a repeat abortion.
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The present study did not uSe the non-pregnant
group as a comparison group for contraceptive effective
ness since the criteria for selection required subjects
that were effective contraceptive users and currently
using the pill.
One study, comparing abortion clients with non-
pregnant sexually active women, indicat'e'sthat women who
have had an abortion used contraception less in the
previous year than did a group of sexually active non-
pregnant women (Schneider, 1976, pg. 318). However, it
was not mentioned whether this was a statistically signifi
cant difference. This suggests that the repeat abortion
client is a less effective cbntraceptive user than the
majority of other sexually active women.
The present study did not indicate a difference
in contraceptive use between the repeat abortion client
and the first-time abortion client. However, initial
abortion clients are not the ideal group to compare with
repeat abortion clients because it is possible that the
initial abortion client will, in time, become a repeat
abortion client herself.
In the present Study, the number of methods tried
r-. . . ■
were looked at to determine if the number of changes in
contraception methods had any effect on cohtraceptive
success. It does not appear to make a difference.
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Summary
Chap-ber four presented the results of the biographi
cal data collected and the statistical analysis done on
the 5 Hypothesis proposed in chapter one. Many of the
results on the repeat abortion client were not expected.
There were no difference in self concept, educational
level, or contraceptive use between repeat abortion
clients and first-time abortion clients and non-pregnant
clients. Interpretation of the results was given.
SUMMARY, CONCLUSIOiSFS^ AND RECOMMENDATIONS
Chapter 5 gives a brief overall suminarY of the
present study, the conclusions drawn, implications for
nursing, and the researchers recommendations for further
study.
Summary
The problem of unwanted pregnancies, caused by
i
ineffective contraceptive use, and exhibited by rbpeat
j
abortion behavior, was analyzed. The goal of the research
was to determine some factors related to repeat abortion
behaviof and ineffective contraceptive use, mainly the
all-encompassing factor of self concept.
A review of literature focused on some history of
abortion and contraception, biograpical and psychological
factors contributing to unwanted pregnancy, and current
literature regarding the repeat abortion client. There
have not been many studies done correlating psychological
factors with repeat abortion behavior.
A total of 90 family planning clients were studied
at a private family planning and abortion clinic in River
side, California. Three different groups of clients were
sampled; repeat abortion clients, first-time abortion
clients, and non-pregnant women effectively using the
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pill, with 30 in each group. The data on these three
groups via a guestionnaire included age, marital and
ethnic group, educational level, and cdntraceptive uses
and methods. The 90 subjects were also divided into two
contraceptive groups: ineffective users and effective
users. Self concept, as measured by the Tennessee Self
Concept Scale, was compared for both the aborting and
non-'pregnant groups and for the two conraceptive groups.
Five Hypotheses were tested (p-.05)
Hypothesis 1: Repeat abortion clients will not
have'a significantly different educational level than the
first-time abortion clients and non-pregnant clients
-effectively using the pill. This hypothesis was accepted.
Hypothesis 2; There will be no significant differ
ence in educational leval between a) clients who have
never used a contraceptive or clients who have used contra
ceptives incosistently, and b) clients who have been pro
tected by some method of contraception every time they
have sex for at least the past four months as reported by
the client. This hypothesis was rejected at the .05 level
of significance.
Hypothesis 3: Repeat abortion clients will not
have a significantly different self concept as measured
by the TSCS than the first-tirae abortion clients and
nOn—pregnant clients effectively using the pill. This
hypothesis was accepted. One of the eight self concept
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subsGores, behavior, showed a differehce between groups
(p=.05).
Hypothesis 4; There will be no significant differ
ence in self concept between a) clients who have never
used a contaceptive or clients who have used contracep
tives inconsistently, and b) clients Who have been pro
tected by some method of contraceptive every time they
have sex for at least the past four months as reported by
the client. This hypothesis was"rejected (p= .025).
Hypothesis 5; There will be no significant
difference of contraceptive use in repeat abortion clients
as compared to first-time abortion clients. This hy
pothesis was accepted.
The biographical data of this study was similar
to most other studies and the national statistics on
abortion clients. The percent of whites was higher than
the national statistics by about 20%, apparently due to
the setting of the private clinic.
Conclusions
An important conclusion to be drawn from this
study is that repeat abortion clients do not appear to
have a lower educational level or a lower overall self
concept than first-time abortion clients and non-pregnant
women effectively using the pill. Although data from one
of the eight self concept subscores, "perceived behavior",
indicated a significant difference between repeat abor-
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tion clients and first-tiine abortion clients and non-
pregnant clients effectively using the pill, the re
searcher felt that the TSCS is not an extensive enough
tool in measuring only "perceived behavior"to make a
valid conclusion about this one aspect.
It cannot be concluded that repeat abortion clients
in the group studied are less effective Contraceptive
users than first-time abortion clients.
Evaluation of data from this study indicates
ineffective contraceptive users have a lower self Concept
and educational level than effective contraceptive users.
There appear to be certain psychologiocal and/or emo
tional charaGteristics differentiating the effective
contraceptive user from the ineffective user.
Implications for Nursing
Although the present study is not generalizable
because the sample is a non random sample, there are
still important im.plications to be drawn.
The foremost implication of this research is that
there are certain differences between effective contra^
ceptive users and ineffective contraceptive users. In-
sffsctive contraceptive use is probably the most important
factor in unwanted pregnanGy. Some of the effects of
unwanted pregnancy have been discussed in chapter one.
In this study self concept is a statistically
significant factor in effective contraceptive use (Hypothe-
■
si,s 4). Nurses and other health professionals have been
taught ways of increasing self concept and are in an
excellent position to do so. Public Health Nurses,
visiting clients in their homes, have good opportunities
to counsel, encourage, and use tools to increase self
concept. The nurse can increase clients' self concept by
showing the clients that they are accepted, providing an
interested presence, being non-judgemental, helping the
client make healthful life style - changes, encouraging the
client in thinking of ways to keep active and improving
personal appearance, helping the client develop ways of
communicating with significant others, and giving praise
and, positive feedback. Those who work directly with
family planning and abortion clients can also use these
methods of helping to increase the client's self concept.
Identifying ineffective contraceptive users is
the first step in working with them. This is not always
easy. Better follow-up programs in family planning clinics
might be indicated. Confidentiality and cost containment
must be considered, but some effort could be made to work
around these problems. A telephone call system to assess
reasons for failure to return for pill refill appointments,
diaphragm checks, and other birth control suppy refills
could be effective. The development of a questionnaire
to be filled out by the client when she comes into the
clinic which would better identify risk factors that
might indicate potential ineffecti^^e contraceptive use
could be very beneficial. However this would require much
more time and research into the problem of ineffective
contraceptive use.
Nurse practitioners, .doctors> and all clinic per
sonnel should convey an accepting attitude. This does
not demand more time or money. The attitudes and feelings
toward abortion clients make a difference in how they
will be treated (Heffling, Leininger, Bregg, 1967, pg.
505; Manfreda, 1973, pg. 236).
Some feel there is not much that can be done to
turn the ineffective contraceptive user into an effective
contraceptive user. The multiplicity of reasons that
exist as to why couples with access to contraception fail
to use it effectively cause many to feel pessimistic.
Fortney wonders what even the most conscientious counsel
ing can do about such things as ambivalence towards sex,
the sexual partner, pregnancy, childbearing, and mother
hood (Fortney, 1977, pg. 25), Increasing self—concept
and confidence in oneself is one way Of decreasing ambiva
lence. (Coleman, 1972).
Since "perceived behavior" was the one self concept
factor differentiating repeat abortion clients from the
other two groups, behavior modification principles might
be instigated into the total realm of care for abortion
clients. Behavior modification is also a way of in
creasing self concept (Gardner, 1976, pg. 274).
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Recommendations
In order for nurses, doctors, and other clinic
personnel to have and convey an accepting attitude toward
their clients they must have an understanding and knowl
edge of the women that use their services. To decrease
conflicting attitudes about the repeat abortion client,
more studies and further research need to be done. The
researcher recom.mends:
1) Prospective studies , • analyzing in m.ore detail
the contraceptive uses, habits, and effectiveness of
repeat abortion clients in comparison with other sexually
active women, using other comparison groups in addition
to first-time abortion clients such as women presently
continuing a pregnancy, and different groups of non-
pregnant sexually active women in general. This would
clarify whether or not the repeat abortion client is a
^ess effective contraceptive user than the majority of
other sexually active women.
2) Replication of the present study, including a
fourth comparison group of pregnant unwed teens, would
further enhance and substantiate the results of this
Study.
3) Conducting a study on the repeat abortion '
client, using several different comparison groups of
other sexually active women, analyzing the factor of
"perceived behavior" or behavior control with a tool that
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measures this area in more detail than the TSCS does.
4) Further studies identifs^ing personality,
psychological, em.otional, and/or situational factors
differentiating ineffective contraceptive users from
effective users.
5) The development of a tool which would identify
the ineffective contraceptive user from the effective
user.. Something that could be used as ah indicator tool,
much like the Social Readjustment Rating Scale and the
Child Abuse Indicator Scale might be feasible (Holmes,
1967).
6) Conducting studies to identify other person
ality, psychological, emotional, and/or situational
factors other than self concept on the repeat abortion
client since there have been so few studies of this kind.
7) Research to determine the effectiveness of
incorporating behavior modification strategies into group
discussion period in family planning clinics or in indi
vidual counseling sessions with clients.
8) Conducting a study comparing repeat abortion
clients, first-time abortion clients, and non-pregnant
clients effectively using the pill oh the factor of risk
taking personality. Some people may be inherently more
prone to risk-taking than others.
9) Further studies comparing repeat abortion
clients intercourse risk factor (how often is intercourse
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engaged in) with initial abortion clients and other non-
pregnant women.
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Director of Concern Health Center
Human Concern Foundation of California
3610 Central Avenue, Suite 116
Riverside, California 92506
Dear Mr. Mohlstrom;
As a graduate student in nursing, I am investigating the
difference in contraceptive use and self concept in four
different groups of young women. This study entitled "A
study of Some Relationships Among Repeat Abortion, Self
Concept, and Contraceptive Use in Young Women" is to meet
part of the requirements for a master's degree in nursing at
Loma Linda Dniversity. I am hereby- requesting permission to
involve clients from the Concern Health Center in my study.
My thesis committee chairman, Francis P. Miller, has approved
this research thesis and I have obtained approval from the
Ethics in Student Research Committee.
The proposed research will be analytical and retrospective
in nature. It will involve having abortion clients, women
coming in for pill refills, and pregnant unwed women com
pleting the enclosed questionnaire and Tennessee Self Concept
Scale (TSCS). I would like to collect data from the abortion
clientsand pill refill clients from your agency. I will be
collecting data on pregnant unwed women from another agency.
The questionnaire and TSCS will be given to the first-time^
and repeat abortion clients during the period of time they
are in the waiting room for their abortion. The pill refill
clients will hopefully donate some of their time to stay
after their appointment and fill out the questionnaire and
TSCS. The questionnaire and TSCS will take approximately
25-30 minutes of the patients' time and minimal risk to the
patient is anticipated. Confidentiality of the parents'
responses and the right to withdraw from the study without
prejudice will be assured for each patient.
With your permission I would like to begin data collection
on Wednesday, July 12. I expect to collect data with 60
abortion clients and 30 pill refill clients in a period of
three to four months. I will be happy to make an appointment
with you to discuss this research further if you desire and
to share the findings of the study after its completion.
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Space has been provided on the attached letter from the
Graduate Program for your reply. Thank you for your
assistance.
Sincerely,
Ms. Jenify Emery, R. N., B. S.






Human Concern Foundation of California
3610 Central Avenue Suite 116
Riverside, Calif. 92506
Dear Mr. Mohlstrora,
I previously sent you a letter regarding my research
project and requested your permission to collect data from
your agency. The University Committee on Human Studies
reviewed my proposal and had given their approval in their
June meeting.
Since that meeting, some legal questions arose of which
they were not aware of at the time of their approval. The
questions regarded the legality of obtaining consent from
minors to participate in my research study without obtaining
parental consent. I am enclosing a copy of the letter which
addressed this question.
The Committee on Human Studies requested that I resubmit
my proposal for further review at which time they would make
a final decision. This meeting took place on Wed., July 12.
I would like to inform you of their final decision. They
approved my study, determining that the research fell under
the category of prevention which is stated in the California
Civil Code Section 34.5 (see enclosed letter), and if the
issue was ever raised that I would be protected by this law.
I have permission from the Committee on Human Studies
to proceed with my research project providing I strictly
adhere to the rules of confidentiality and voluntary consent
of each participant, which I plan to do. Although I have
already obtained your peimiission to collect data at your
agency, I would like to obtain a second permission beause
of this problem that arose. I wanted to inform you of the
problem and the question of the legality of consent of
minors and of the decision of the University Committee on
Human Studies.
After understanding this question that arose and the
decision of the committee, do you give your permission for
me to Collect data at your agency? Please reply in writing.
Thank you!
Sincerely,
Jenny Emery Clarke, RN










As a graduate student in nursing, I am investigating the
'^iffstcnces in contraceptive use and self conGOpt in four
different groups of young women. This study entitled "A
Study of Some Relationships Among Repeat Abortion Self
Concept, and Contraceptive Dse in Young Women", is to meet
P3.tt of the reguirements for a master's degree in nursing at-
Loma Linda University. I am hereby requesting permission to
involv0 "t60n niothsrs from ths Rivsrside school program for
unwed pregnant teenagers in my study. My thesis committee
chairman, Francis P. Miller, has approved this research
thesis and I have obtained approval from the University
Committee on Human Studies.
The proposed research will be analytical and retrospective
in nature. I will involve having abortion clients, women
coming in for birth control pills, and pregnant unwed women
completing the enclosed questionnaire and Tennessee Self
Concept Scale (TSCS). I would like to collect data on the
unwed pregnant women from the Riverside special schools for
unwed pregnant women. I will be collecting data on the
abortion clients and pill refill clients from the Human
Concern Foundation in Riverside. The questionnaire and TSCS
wilj. be given to the pregnant teens on a chosen day that
they arO in classes. The students' participation will be
completely voluntary. The questionnaire and TSCS will take
approximately 25-30 minutes of the patients' time and minimal
risk to the patient is anticipated. Confidentiality of the
patients' responses and their right to withdraw from the
Study without prejudice will be assured for each patient.
With your permission I would like to begin data collection
within the first week classes begin {September 11-15). i
expect to collect data with 30 unwed pregnant teens in a
of 2 to 3 weeks if the enrollment allows. I will be
happly to make an appointment with you to discuss this
research further if you desire and to share the findings of
the study after its completion. I have talked with Mrs.
Betty Snow and she is enthusiatic about the study and willing
to let me take some of her class time to do the study, I do
not know any of the other teachers.
Space has been provided on jthe attached letter from the
Graduate Program for your reply. I have also enclosed a
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copy of my proposal if you would like to look at my proposed
research in more detail. Thank you for your assistance.
Sincerely,
Mrs. Jenny Emery Clarke, R.N., B.S,








San Bernardino, CA 92411
Dear Mrs. Jones,
As a graduate student in nursing, I am investigating the
differenGes in contraceptive use and self Goncept in four
different groups of young women. This study entitled "A
study of Some Relationships Among Repeat Abortion Self
Concept and Contraceptive Use in Young Women" is to meet
part of the requirements for a master's degree in nursing at
Loma Linda Oniversity. I am hereby requesting permission to
involve teen mothers from the San Bernardino school program
for unwed pregnant teenagers in my study. My thesis committee
chairman, Francis P. Miller, has approved this research
thesis and I have obtained approval from the Dniversity
Committee on Human Studies.
1  ■
The proposed research will be analytical and retrospective
in nature. It will involve having abortion clients'^ women
currently using the pill, and pregnant unwed women completing
the enclosed questionnaire and Tennessee Self Concept Scale
(TSCS). I would like to collect data on the unwed pregnant
women from the Citrus School. I will be collecting data on
the abortion clients and pill refill clients from the Human
Concern Foundation in Riverside. The questionnaire and TSCS
will be given to the pregnant teens on a chosen day that
they are in classes. The student's participation will be
completely voluntary. The questionnaire and TSCS will take
approximately 20—30 minutes of the girl's time and minimal
risk to the clients is anticipated. Confidentiality of the
girls' responses and their right to withdraw from the study
wpi-ihout pr judice will be assured for each client.
With your permission I would like to begin data collection
within the first week classes begin (Sept. 11-15). I expect
to collect data on 30 unwed pregnant teens in a period of
two to three weeks if the enrollment allows. I will be
happy to make an appointment with you and to share the
findings of the study after its completion.
Space has been provided on the attached letter from the
Graduate Program for your reply. I have also enclosed a
copy of my proposal if you would like to look at it in more






Date: July 16, 1976
Dear* -lennifer Clarke
Your request for pefmission to eonect data for your research project at
Hiimam CQncern Foundation has been received and reviewed. The
following action has been taken:
You have my permission to conduct your study in our facility.
Your request has been temporarily denied pending provision of
additional information.  
Ypur request cannot be granted at this time.
Also, it will be necessary for you to:
Obtain permission from the attending physician since your study
involves patients and/or their records.
.  Obtain additional permission from
Notify and/or advise the following persons of your study.
Make an appointment with
for additional discussion and information provision,
Other










Lincoln HighHchooX ■ ■ ■, '■
' 4341''Victoria Avenue i
Riverside, California 92507
Dear Dick:.
The purpose of this letter is to inform you that we will not be able to permit
Jenny Clarke to proceed with her study of unwed mothers enrolled at Lincoln.
The topic she plans to investigate is extremely sensitive and the results would
be of little or no value to^'^® J^^strict. Specific, written parental permission
would be required for the study. The representativeness of the resultant sample
would be questionablec
In short, we find there are several reasons for denying permission to proceed
with: her .study■.' in, our district.'
I'm sure this response will"be a disappointment for Ms. Clarkej I'm sorrv
we cannot assist her. I do wish her success in completing her'^studies else-
wliere.' ■
Starrett Dalton
Administrator of Research, Evaluation
and Data Processing
SD/af : ; ;














Loma Linda, CA 92350
Dear Mrs. Miller:
The proposal submitted by you on behalf .of Jenny Emery, graduate student in the
School of Nursing, entitled, "A study of some relationships between self-concept,
contraceptive use, and repeat abortion in young women," was reviewed at the regular
meeting on Loma Linda iDniversity's Committee on Human Studies on July 12, 1978.
We appreciate you and Miss Emery attending in order to respond to our questions.
In view of the heed for studies of this sort and the fact that the study design
and the investigator herself are attentive to the concerns involved, the committee
members have voted to approve the study. There is minimal risk to the participants.
If there are any further modifications to the proposed research protocol or consent
form, or problems arising from the study, please notify the committee in writing of
these changes or problems. If you have any questions, please feel free to contact
me.




Committee on Human Studies
LGH:cdc




PAflENT CONS ENT FORM
The purpose of this researGh study is to determine
differenGes in GontraGeptive use and self-GonGept in four
different groups of pregnant and non-pregnant women.
You will be asked to Gomplete a short question
naire regarding your GontraGeptive use and a self-GonGept
scale which should take 20-30 minutes of your time.
There will be no risk to your physical or social
health as a result of this study. If you are overly anxious
or under undue stress you may not want to add a burden of
filling out forms and thinking about guestions. A benefit
to you from this study might be a chance for you to look
into yourself and think about some aspects of your self—
concept. To protect your privacy, your name will not be
used in the study.
"It has been explained to me and I am aware that
participation in this research project is voluntary
and that I have the right to withdraw from it any any
time without incurring any disadvantages. Any and all
information obtained through this study will be treated
in a confidential manner. I further understand that
any report or publication resulting from this study
will not contain any information which might lead to
the identification of the participants in this study.
"I am aware that the purpose of this study is to
determine differences in contraceptive use and self-
conGept in four different groups of pregnant and non-
pregnant women. I have considered the above statements
and hereby give my free and voluntary consent to partici
pate in this study under the supervision of Mrs.
Jy Clarke, R.N., graduate student in nursing, Loma
Linda University, and in witness thereof I have signed
this consent. I understand that I am free to withdraw
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from participation in the study at any time without







AGE: ' ■ ^ ' . ' ■
HIGHEST GRADE COMPLETED: (please circle) 1
6  7 8 9 10 11 12 13 14
19 20
MARITAL STATUS: (check one)
.  single ' married ____ div
2  3 4 5
15 16 17 18
ETHNIC CATEGORY: (check one)
________ white black • .
other





(please see separate card and write in category number)
METHOD MOST RECENTLY USED; (check one)
pill IDD diaphragm _____ rhythm
_______ condom ; condom and foam or jelly
foam, jelly, or suppositories none
other
CHECK ALL METHODS YOU HAVE TRIED;
'  pill lUD _____ diaphragm
condom condom and foam or
rhythm
jelly
_______ foam, jelly, or suppositories _____ none
other
ABORTION HISTORY: (check one)
1 have never had an induced abortion before
I have had one or more induced abortions before
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Category #1; I have never used a method of birth control
Category #2; I have used some method of birth control
during the last two years but not con
sistently.
Cateogry #3: During the last four months I have been
protected by some method of birth control
every time I have sex.
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Verbal Explanation of the Study
Hello, ray name is Jenny Clarke and I am a graduate
student in nursing at Loraa Linda Dniversity. In conjunction
with the Concern Health Center, I am doing a research project
on three different groups of family planning clinic clients
to assess their self concept and contraceptive use. We hope
that the results of the study will better prepare nurses and
family planning staff to understand and work with their
clients more effectively.
The risks to your general health and well-being of
participating in the study are minimal. You might possibly
be too anxious to fill out a questionnaire and the test
booklet right now. Participation is voluntary.
Those who are willing to participate will be asked
to sign an informed consent form which I will be passing
out. This is mostly for legal purposes. If you decide to
participate after reading the consent form, just sign them
and I will come around and pick them up. At this time I
will give you a test booklet and a short questionnaire which
looks like this (hold examples up) and you can complete the













Don Mohlstrom, Ex. Dir.
Mrs. Jenny Clarke, R.N.,- is conducting a research
study to determine differences in contraceptive use and
self-concept in four different groups of pregnant and
non-pregnant women.
The Study involves completing a short guestion-
naire regarding contraceptive use and a self-concept
scale, which should take about 20-30 minutes to complete.
There is no risk to the participant's physical or
social health by participating in this study. A benefit
from the study might be a chance for the participant to
look into herself and think about some aspects of her
self-concept. Each participant's privacy will be protected,
No names will be used on the questionnaire or self-concept
scale. Participation in the study is completely voluntary.
Mrs. Clarke will be telling you more about this





Wiiliam H. Fitts, PhD.
■  ■ Published by'.
Counselor Recordings and Tesis
Box 6184 - Acklen Station Nashville, Tennessee 37212
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D  1 ItemPage I No.
1 , 1 hove 0 heal t-hy body 1
3. 1 cm on atiractive person 3
5. I consider myself a sloppy person ^
19. I am q decent sort of person
21 . i am an honest person . . 21
23. I am a bad person. 23
37. 1 qm a cheerful person
39. 1 am a calm and easy going person 39
41 . 1 am a nobody 41
55. 1 have a family that would always help me in any kind of trouble 55
57. 1 am a member of a happy family 57
59. My friends liave no confidence in me ^9
73. I am a friendly person 73
75. I am popular with men 7 5
77. I am not interested in what other peopl^e do
91 . 1 do not always tell the truth 91
93. i get angry sometimes 93
Completely Mostly Partly false Mostly Completely
jsponses- false false and true true
partly true




2. 1 I ike to look nice and neat a! I the time ^ i f
4. I am fulI of aches and pains 4,
6. ! am a sick person ...
2020. i am a re I igious person . ̂.
22. I am a moral failure
24. 1 am a moral I y weak person 24
38. I hove 0 lot of self-control
40. I am a hateful person ^ J
42. I am losing my mind ; . J
56. I am an important person to my friends and family . ■56...;j
58. I am not loved by my family
60. I feel that my family doesn't trust me ^
74. I am popular with women 74
76. I am mad at the whole world ^, 76 j
78. 1 am hard to be friendly with
92. Once in a while I think of things too bad to talk about.
94. Sometimes, when I am not feeling well, I am croiss ." ••• •
Completely Mostly Partly false Mostly Completely
Responses- false false and true true
partly true
1 2 3 .4 5
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7. 1 am neither too fat nor too thin....
9. 1 like my looks just the way they are.
11 . I would like to change some parts of my body/. .
.  . ■ ■ 25
25. i am satisfied with my motal behavior,
27. 1 am satisfied with my relationship to God.
29. I ought to go to church mOre ^9
43. I am satisfied to be just what 1 am ,
45. I am just as nice as I should be 7^^
-17'
47. I despise myself
61 . i am satisfied with my family relationships. .
A 963. I understand my family as well as I should
' 6565. 1 should trust my family more ........ .......................
79. 1 am as sociable as 1 want to be............................. . . .
81. 1 try to please others, but I don't overdo it. ............
On
83. I am no good ot all from a social standpoint
95. 1 do not like everyone I know. . . . . . , . . . w , , ., . . . .
97. Once in a while, I laugh at a dirty joke ..... . . . . ....... ... . , .
Completely Mostly Partly false Mostly Corripletely
Responses- false false and true true
partly true
1 - ' ■ 2' - ■ ■ 3 . 4 5
xvo
_  . Item
Page 4 No.
8. 1 am neither too tall nor too short.,
10. I don't feel as well as I should
12. Jshould have more sex appeal
26. I am as religious as I want to be.
28. t wish I could be more trustworthy .
30. I shouldn't tell so many lies. .'. ̂
44. I am as smart as I wont to be.
46. I dm not the person I would like to be
48. I wish 1 didn't give up as easily as I do
62. I treat my parents as well as I should (Use past tense if parents are not living
64. I am too sensitive to things my family say.
66. I should love my family more
80. I anrt satisfied with the way I treat other people
82. I should be more polite to others.
84. I ought to get along better with other people
96. I gossip a little at times. .
98. At times I feel like swearing
Completely Mostly Partly false Mostly Completely
Responses - false false and true true
partly true
1  2 3 A 5
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13. 1 take good care of myself physically
15. I try to be careful about my appearance...... .,. . . .... .,.............. ^5
17. 1 often act like 1 am "all thumbs" . ..... . .. ... ........
31 . I am true to my religion in my everyday life.
33. I try to change when I know I'm doing things that ore wrong
35. 1 sometimes do very bad things , i 35
49. 1 can always take care of myself in any situation ^9
51 . 1 take the blame for things without getting mad...
53. 1 do things without thinking about them first. ....
67. I try to play fair with my friends and family. . ... . . ....
69. 1 take a real interest in my famiIy............. .
71 . I give in to my parents. {Use past tense if parents are not living)
85. I try to understand the other fel low's point of view........ 85
87. I get along well with other people. .... . .
89. I do not forgive others easily. .......




Completely Mostly Partly false Mostly Completely




14. I fee! good most of the time
16. I do poorly in sports and games j
18. lam a poor sleeper 18 |
32 . 1 do what is right most of the time ..
34. 1 sometimes use unfair means to get ahead
36. I have trouble doing the things that are right
50. ! solve my problems quite easily
52. I chanige my mind a lot
54. 1 try to run away from my problems
68. I do my shore of work at home
70. I quarrel with my family ',7Q'
72. 1 do not act like my family thinks I should i
86. 1 see good points in all the people I meet .
88. 1 do not feel at ease with other people ,
90. 1 find it hard to talk with strangers ! . .
100. Once in a while 1 put off until tomorrow what I ought to do today . . . . . . . . . ICX)
Completely Mostly Partly false Mostly Completely
Responses- false false and true true
partly true





(Department of MentarHealth) '
SELF CONGEPT SCALE
NATURE AND PURPOSE OF THE SCALE
over vari,., o.
N.verthal.ss, a naad haa aall coacap.. Th, Tennaaaae
well standardized, and multi-dimen ccile hereafter called the Tennessee Self Concept
(Department of Mental Health) Self ..r this reed Since the self concept has become
Lafe or simply the Scale, was developed behavior, it was alsohoped
such a popular and important 3 common thread for tying together many research
that an adequate self concept scale would P^9 emount of clinical and research aata
and clinical findings. This hope has to t^e formal publication of this scale,
has been accumulated by a variety o. worke. , _ to be highly influential in much of his
.  The individual's concept of olrs?^^^^ of mental health. Those
behavior and also to be directly worthless or "bad" tend to act accordingly. Those wno
people who see themselves as u-.desiraple,, ̂  ^ ther people in unrealistic ways.
Lva a highly unraalls.lp concpp of fh devUht w/ya. Thus, a hncwladga of
Those who have very deviant self con p attempting to help that individual, or in making
haw an ihdfvidaal of ̂ paipoaea-oooosaUhg, cUnloalevaluations of hira. The Scale thereior , . personnel selection, etc.
assessment and diagnosis, research in ' Lh the subject uses to portray his own
The Scale consists of 100 self descriptive or groups and can be used
pleura of hlmaalf. Iha Scla Is self """VsLtl) Smde » 1= dlso apolloabla
ro'^hrwh'ot
Voala IS available In .wo for»s. «
fonns use e«=Uv C^nsS^ d"Tr^^fou^ - score since U deal,
the scoring and profiling system. in^terDretation and feedback to counselees ,
with fewer variables and scores,^ is appropri^.. ̂  psvchopathology by the exam.iner. The C and
and requires less sophistication in psychomem o scoring analysis, and interpretation,
R, or Clinical and Research Form, or di-ect feedback to, the subject. Scoring for both
nlrutsirih'e-irerdTorraSdr^O ri^u^^^^ -•
DEVELOPMENT OF THE SCALE
The author bajan the developmental work on
r SfSuiro^i'terrn rrrii 4?rb/s"rm:?itd thTsrr.
In the original development of the Seal.,. o number of other self concept measures m-
tive items. The original pool of items was ®^^^® . tav'or (19-53) Items were derived al-
cluding those developed by Balester (1955), Engel (1955 '^d 3,,dy, a phenome-
so from written self descriptions of patients an of what they themselves, v/ere
Su-.; dll'aoti .malnln^^ .0 l.ama com-
■  '"«.r4t"lLmfltri)"d;=ava„=Un.ca.P0Vcho.o,.^
warposTtwf or n^oMWo luoonlr. f'lnTl « ltar;s utlilzad In the Scale are rhcee where ther.
was perfect agreement by the judges.
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The reader who would like to try the Scale on himself should "do so at this point before reading the
rest of the manual.
NATURE AND MEANING OF SCORES :
Individuals whoexpect to use only the Counseling Form may wish to read only the first partof the
following section. However, those who want to use the Clinical and Research Form should read the
entire section because all scores in the Counseling Form appear also in the Clinical and Research
Form.
I. Counseling Form i ^
A. TpG Self Criticism Score (SC). This scale is composed of 10 items . These are ail mildly de-
* rVg"atory statements that most people admit as being true for them. Individuals who deny most
of^these statements most often are being defensive and m.aking a deliberate effort to present a
favorable picture of themselves. High scores generally indicate a normal, healthy openness
and capacity for self-criticism. Extremely high scores (above the 99th percentile) indicate
-  that the individual may be lacking in defenses and may in fact be pathologically undefended.
Low scores indicate defensiveness, and suggest that the'Positive Scores are probably artifi-
cially elevated by this defensiveness.
The Positive Scores (P). These scores derive directly from the phenomenological classification
scheme already mentioned. In the original analysis of the item pool the statements seemed to
be conveying three primary messages: (1) This is what I am, (2) This is how I feel about ̂my
self, and (3) This is what I^, On the basis of these three types of statements the tnree
horizontal categories were formed. They appear on the Score Sheet as Row 1, Row 2, and Row 3
and are hereafter referred to by those labels. The Row Scores thus comprise three sub-scores
which, when added, constitute the Total Positive or Total P Score. These scores represent an
internal frame of reference v/ithin which the individual is describing himself .
Further study of :he original items indicated that they also varied considerably in terms of a
more external frame of reference . Even within the same row category the statements might vary
widelv in content. For example, with Row 1 (the What I am category) the statements refer to
what i am physically, morally, socially, etc. Therefore, the pool of items was sorted again
according to these nev/ vertical categories, which are the five Column Scores of the Score Sheet.
Thus the whole set of items is divided two ways, verticaily into columns (external frame of
reference) and horizontally into rows (internal frame of reference) with each item and each cell
contributing to two different scores.
Total P Score. This is the most important single score on the Counseling Form. It reflects
the overall level of self esteem. Persons with high scores tend to like themselves, feel
that they are persons of value and worth, have confidence in themselves, and act accord
ingly. People with low scores are doubtful about their own worth; see themselves as unde- ,
sirable; often feel anxious, depressed, and unhappy; and have little faith or confidence in
themselves.
If the Self Criticism (SC) Score is low, high P Scores become suspect and are probably
the result of defensive distortion. Extremely high scores (generally above the 99th per
centile) are deviant and are usually found only in such disturbed people as paranoid schizo
phrenics who as a group show many extreme scores, both higk and low.
On the Counseling Form the Positive Scores are simply designated as P Scores , while on
the Score Sheet of the C and R Form they are referred to as P + N Scores in order to clarify
the computations involved.
2. Row 1 ?\scora - Identity. These are. the "what I items. Here the individual is describ
ing his basic identity - what he is as he sees himself.
3, Row 2 P Score - Self Satisfaction. This score comes frorti those items where the individual
describes how he feels about the self he perceives. In general this score reflects the level
^  of self satisfaction or self acceptance. An individual may have very high scores on Row 1
and Row 3 yet still score low on Row 2 because of very high standards and expectations for
himself. Or vice versa, he may have alow opinion of himself as indicated by the Row 1 and
Row 3 Scores yet still have a high Self Satisfaction Score on Row 2. The sub-scores are
1. These items have been taken from the L-Scale of the Minnesota Multipnasic Personality Inven
tory (1951), Copyright 1943, the University of Minnesota. Published by the Psychological Corpora
tion. Reproduced by special arrangements.
therefore best interpreted in comparison with each other and with the Total P Score,t o r ^ ̂ ^ comes from those items at say "this is what I do,
• or Ja? I Thus this score measures the individual's perception of his Own
5  individual is presenting his view of his body, his state
■  se^ from a moral-ethical framefigance^:Lrw:;;Si:^tionship to God, feelings of being a ••good" or "bad" person,
,  individuafs sense of personal worth his'•SiStaS^^person and his evaluation of his personality apart from his body or
9  n°-^raml^ This score reflects one's feelings of adequacy, worth, and value
' as a family member. It refers to the individual's perception of self m reference to hi
pinci most irnmsciicits cixclo of associstss#
0 rnlumn F - Social Self. Thls Is snothe, "sell as perceived in relation to others catesoiy
W pe^Uins to-others: in h more general way. I. reflects the person's sense o. aoegnacy
: and worth in his social interaction with other peop-le in general, ^ _
m Th. Wlehllltv Scores (V). The V scores ^
tv or inconsistency, from one area of self perception to anothe . ----a!" •• , . , ,
subject is quite variable in this respect while low scores indicate low variaoility wnich mayeven aooroach rigidity if extremely low (below the tirst percentile). _ ^
1 Total V. This represents the total amount of variability tor the entire record, ugn
i^hat the person's self concept is so variable from one area to anotner as to renec
little unity or integration. High scoring persons tend to compartmentalize cerxarn.areas
self and view these areas quite apart from the remainder of self ,. \\eU integrateo peoplegenerally score below the mean on these scores but above the first percent.se. _
2. C.nlumn Total V. This score measures and summarizes the variations within tne columns.
3 Row Total V. This score is the sum of the variations across tne rows. ^ ^
n.T^ Distribution Score (D). This score is a summary score of the
swers across the five available choices' in responoing to tne items of uhe Scale, xt i- a-o
interpreted as a measure of still another aspect of self perception; certainty atout tns v^ay
one sees himself. High scores indicate that the subject is very de.xni:e and certain in wiiut
he says' about himself while low scores mean just the opposite. Low scores are louno a--o at
times with people who are being defensive and guarded. Tney necge ana avoid reaJy ̂ oiumitting themselves by employing"3" responses on the Answer Sneet,
Extreme scores on this variable are undesirable in either directicn and are most oftentainedfrom disturbed people. For example, schizophrenic patients oiter; use 5 an« , an
swers almost exclusively, thus creating very high D Scores. Other disturbed patients^are extremely uncertain and noncommittal in their self descriptions witn a preaominanca of 4 , x
and "4" responses and very low D Scores, ,i,»
V The Time Score. This score is simply a measure of the time, to the nearest minute,^
* subject requires to complete the Scale. The author has only recently made any stuuy of this
variable, and at this point little is known as to its meaning or signiiicance. ,t corTe.ai.es
significantly with only one of the many other scores of the Scale (Net Cen,act sub-score ,or
Column C where r = .32, significant at the .05 level). Therefore, any vaiiaity it may prove
to have with other criteria should add to the total validity of the Scaie.
The data do indicate that,, provided the individual has sufficient education, intelligence,
and reading ability t^ handle this task, the majority of subjects complete the Scale in less
than 20 minutes. These qualifications are quite important; if they are not met, the Time Score
obviously has little meaning. It has been found that psychiatric patients in general ta<e
longer than non-patients. This is particularly true of those who are overly compulsive, para-,
ncid or depressed.
TI. The Clinical and Research Form. , . . j
The following additional scores of the G and R Form are presented in tne order in wh.ch i„e/ ap
pear on the Profile Sheet. Readers Interested only in the Counseling Form may om.it tnis section.
The True-False Ratio (T/F). This is a measure of response set or response bias, an'indication
of whether the subject's approach to the task involves any strong tendency to agree or disagree
regardless of item content (Fitts , 1961).
The actual meaning of T/F can be approached in three ways.
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fn It can be considered solely as a measure of response set and interpreted in terms of the
o( Lviant r«po„.o ,e... (2) I. cap bo treated porely as a tasb
approach or behavioral measure which has meaning only in terms of empirical validity. In - ^
sense the T/F Ratio differentiates patients from non-patients and correlates significantly with
Other tests (3) U can also be considered from the framework of self theory. From this ap
proach high T/F Scores indicate the individual is achieving self definition or sel: description
by focusing on what he is and is relatively unable to accomplish the same thing by eliminating
or rejecting: what he is not. Low T/F Scores v/ould mean the exact, opposite, and scores in .e
middle.ranges would indicate that the subject achieves self definilicn by a more balanced em
ployment of both tcndencies--affirming what is self and eliminating what is not se.f.
B Net noHflict Scores. These scores are highly correlated with the T/F Score. ^ iwore directly,
' however, they measure the extent to which an individual's responses to positive items differ
from, or conflict with, his responses to negative items in the same area of self percepaon.
Thus this is a limited and purely operational definition and application oi the term conxiict .
On the ,C and R Score Sheet separate scores are computed within each cell for the positive and
negative items. The difference between these scores, the P - N Score, is an operational
measure of conflict. Since the responses on the negative items are reversea on tne Score
Sheet, the P Scores and the N Scores have equivalent meanings. Thus any difference between
P and N reflects contradiction or conflict.
There are two different kinds of conflict, as follows:
1. Acquiescense Conflict. This phenomenon occurs when the P Scores are greater than the N
Scores (P - N yields a positive score or number). This means that the subject is over-
affirming his positive attributes. , ■ _ _ . ^
2. Denial Conflict. This is the opposite of acquiescense conflict. Here tne N Scores for the
* cells are .higher than the P Scores (P - N yields minus scores) . This means that the subject
is over-denying his negative attributes in relation to the way heafiirms his positive charac
teristics. He concentrates on "eliminating the negative".
c. Total Conflict Scores. The foregoing Net Conflict Scores were concerned oruy with direcUonai
* trends in our P - N measure of conflict. However, some individuals have high ? - Ncifierences
which cancel each other out because they are so variable in difecticn. It is of equal interest
to determine the total amount of P - N conflict in a subject's self concept as well as the net
or directional amount of conflict. The Total Conflict score does this by summing P - N dis
crepancies regardless of sign. High scores indicate confusion, contradiction, and general
conflict in self perception. Low scores have the opposite interpretation, oui extremeiy low
scores (below the red line on the Profile Sheet) have a different meani.ng. The person with such
low scores is presenting such an extremely tight and rigid, self description that it becomes
suspect, as an artificial, defensive stereotype rather than his true self _i~age. Disturbed ,
people generally score high on this variable, but some also have deviantiy lov/ scores depend-
ing on the nature and degree of their disorder.
The conflict scores are reflections of conflicting responses to positive and negative items
within the same area of self perception. These scores are not to be copdused with the varia
bility scores, which reflect fluctuations from one area of self perception to another,
D. The Empirical Scales. These six scales were all derived by item analysis, with a resulting
seiection of those items which, differentiated one group of subjects irom ail other groups, ihe
scores on these scales are purely empirical, and cut across the basic classification scheme
of the Scale.
These scales were derived from an analysis of item responses with the following gidups.
Group Size of Group
Norm Group S26
Psychotic Group (Psy) 100
Neurotic Group (N) 100
Personality Disorder Group (PD) 100
Defensive Positive Group (DP) 100
Perspnaiity Integration Group (PI) 75
The comparative item responses for these groups were studied and analyzed by Chi Square
tests . Those items which differentiated one group from, all other groups were then used to com
pose a specific scale for that group. There is some overlapping of items, since a number of
items are used on more than one scale .
The six empiricai scales derived by this method, in order of their appearance on the Profile
Sheet, are as follows:
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IHe Defensive pos 11ive Sea 1 e (DP)* This is a more subtle measure of defensiveness than
the SC Score. One might thin^ot SC as an obvious defensiveness score and DP as a subtle
defensiveness score# The DP Score stems from a basic hypothesis of self theory: that
individuals with established psychiatric diziicultics do ha ve negative self concepts at some
level of awareness, regardless ot hov/ positively they describe themselves on an instrufnent
of this type^ '
With this basic assumption, the author collected data on lOG psychiatric p>atients v/hose
Total p Scores were above the mean for the Norm Group. The item analysis then identified
29 items which differentiated'this DP Group from the other groups .
The DP Score has.significance at both extrernes. A high DP Score indicates a positive
self description stemming from defensive distortion. A significantly low DP Score means
that the person is laclcing in the usual defenses for rnaintaining evsn minimal self esteem,
2* The General Maladlustment Scale. (GM) . This scale is composed of 24 items which differ
entiate psychiatric patients from non-patients but do not differentiate one patient group from
another* Thus it serves as a general index of adjustmBnt-rnaladjustment but provides no
clues as to the nature of the pathology. Note that this is an inverse Scale on the Profile
Sheet. Low raw scores result in high T-Scores, and vice versa.
3. The Psychosis Scale (PsvL The Psy Scale is based on 23 items which best differentiate
psychotlG patients from other groups.
The Personality Disorder Scale (PD). The 27 items of this scale are those that differentiate
this broad diagnostic category from the other groups. This category pertains to people with
basic personality defects and weaknesses in contrast to psychotic states or the various
neurotic reactions. The PD Scale is again an inverse one.
The Neurosis Scale (N). This is an Inverse scale composed of 27 items. As with the other
Inverse Scales, high T-Scores on the Profile Sheet still mean high simiiarity to the group
from which the scale was derived--in this case neurotic patients.
6. The Personality Integration Scale (PI). The scale consists of the 25 items that differentiate
the PI Group from other groups. The scoring is slightly different for this scale and is ex
plained on the special template for scoring this scale. This group was composed of 75
people who,, by a variety of criteria, were judged as average or better in terms of level of
adjustment or degree of personality integration.
The Number of Deviant Signs Score (NDS). The NDS Score is a purely empirical measure, and
is simply a count of the number of deviant features on all other scores. This score is based
upon the theoretical position of Berg (1957) as seated in his "deviation hvocthesis", This
hypothesis states that individuals who deviate sharply from the norm in manor bshavlors are
likely to be deviant in more major aspects of behavior. The findings with the NDS Score sub-
stantiatelhis hypothesis . Disturbed persons often obtain extreme scores on either end of the
continuum. Conseguently, a system which sets appropriate cut-off points for each score on
the Scale v/ill Identify disturbed persons with considerable accuracy.
The^ NDS Score is the Scale's best index of psychological disturbance, -This score alone
identifies deviant individuals with about 80% accuracy.
ADMINISTRATION
The Scale Is self administering and requires no instructions beyond those on the inside cover of
the test booKlet. It is well, however, to note one point which may need special attention by the
examiner. The answer sheet is arranged so that the subject responds to ever\' other item on the
answer sheet. Some subjects may be momentarily confused on this point, and it v/iil helo the ex
aminer to be aware of this possibility.
SCORING INSTRUCTIO.NS
General
^anuai scoring of the Scale is facilitated by the arrangement of the Combination Packet which
registers answers directly on a score sheet by carbon paper. Computer scoring for SO or more Scales
Is available directly from the publisher. For quantity scoring this method will prove more economi
cal than hand scoring.
The instructions on the test booklet request that no item be omitted. It v/ould help further if the
examiner reiterate this point. With ail these precautions, however, a respondeiu may still omit
items. The scoring procedure to follow for omitted items is for the scorer to fill in the middle scale
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point of 3 for each omitteci item before computing the sCGra,
T^s'faras possible the scoring procedures have been explained on the Score Sheets and on the
templates for the Empirical Scales of the G and R Form, The instructions are/ however, spelled out
specifically below. These can best be followed and understood if studied along with a copy of the
appropriate Score Sheet. (See pages 7 and 9). On the actual Score Sheets the basic 90 items are
half in black (positive items) and half in red (negative items) • The response scale numbers for nega
tive items have all been reversed on the Score Sheet in order to permit a simple, unified scoring system.
By this system a person v/ho says completely false to a negative item obtains a high score just as he
does v/hen he says completely true to a positive item. Thus high scores uniformly mean positive self
description.
I. Counseling Form
A. The Self Criticism Score (SC). Add the circled scores for items 91 through 100. Enter the sum
in the box labeled SC=. This is the SO Score. . .
Ba The Positive Scores - The Row. Scores, the Column Scores, the Total P Score. ' Note that the
Score Sheet has three horizontal rows and five vertical columns. This combination yields
fifteen cells of six items each.
1. Add the six circled scores in the first cell. Enter the sum next to the letter P at the bottom
of the ceil. Do the same with each of the fifteen cells. (Note: on Form C and R, scores
for positive and negative items are computed separately and combined into a P + N Score
which is the same as the P Score of the Counseling Form J
2, Row Scores. Add horizontally the five cell sums for the first row (identity row) . Enter the
resulting figure in the Row Totals column. Do the same for the other rows.
3, Column Scores. Add vertically the three ceil sums for Column A (Physical Self). Enter the
resulting figure in the Coiumn Total section. Do the same for the other four columns.
4. Total P Score. Since this score is the total Positive score,, it may be computed by adding
either the Rov/ Totals for P or the Column Totals for P. The resulting sum should be the
satne. It is best, indeed, to do the sum both ways so that you have an accuracy check for
the computations. Enter the resulting figure in the box labeled Total Positive or P.
C. The Variability Score (V)
Row V Scores. For Row 1 (Identity) find the lowest of the five cell total P scores. Subtract
this score from the highest of the five cell total scores. Enter the resulting figure on the
extreme right-hand coiumn of the Score Sheet.
Do the same with the next two rows . Add the three row figures and enter the sum in the
box labeled Row Tot. V.
2* Column V Scores. For Column A find the lowest of the three cell P scores. Subtract this
score from the highest of the three ceil scores". Enter the resulting- figure in the Column
Totals V for Column A.
Do the same with the next four columns. Add the five column figures and enter the sum
in the box labeled Col. Tot. V.
Total V. Add the subtotals for Row Total V and Column Total V, Enter the resulting sum in-
Total V. These tv/o subtotals are rarely the same and do not serve as an accuracy check.
D. The Distribution Score (D) ^ ~ ——— ' ^ ~ '
To compute this score the Answer Sheet must be used.
1. Count the number of 5's used by the subject on his ansv/er sheet. Enter this number in the
lower left hand side of the Score Sheet on the row labeled Totals. Continue by counting the
number of 4*s, 3's, 2's and I's separately and enter each sum in the appropriate Totals line.
2. Do the computations indicated for the Totals row; i.e., multiply the 5''s sum by 2 and put
the resulting figure on the D line, copy the 4's sum, omit the 3's sum, copy the 2's sum,
and multiply the I's sum by 2. Add the four figures to. get the D score.
II. The Clinical and Research Form
The foiicwing. instructions will be clearer if the reader refers to the sample C and R score sheet
on Page 9 as the explanations are given.
A. The T/F Ratio
In the lov/er left corner of the Score Sheet under "Distribution of Responses" ,. start with the
section marked "Totals". From these figures, which have already been recorded in computing
the D Score, subtract out the numbers 5,4,3,2, and 1 responses in the Self Criticism column
of the Score Sheet. Record the remainder in the boxes just above; these should add to 90.
T/F is then the sum of the S's and 4's divided by the sum of the 2's and I's. Divide and.
round to the nearest hundredth. This is the T/F Score or the ratio of true to false responses

























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































score rank score rank score rank
89 1.5 • 89 1.5 95 7
93 3.5 93 3.5 96 9.5
94 5 96 9.5 103 22.5
94 6 100 17 103 22.5
96 9.5 100 17 104 26.5
96 9.5 103 22.5 104 26.5
99 12 104 26.5 105 30
99 13 104 26.5 105 30
99 14 107 34 107 34
99 15 108 37.5 107 34
100 17 110 42.5 108 37.5
101 19 110 42.5 108 37.5
101 20 110 42.5 108 37.5
103 22.5 111 46.5 109 40
105 30 111 46.5 111 46.5
106 32 112 50 112 50
110 42.5 112 50 114 55.5
111 46.5 115 57 119 68
113 52 116 60.5 120 72.5
113 53 116 60.5 120 72.5
113 54 116 60.5 120 72.5
114 55.5 117 64.5 121 75
116 60.5 119 68 123 78
116 60.5 119 68 124 81
116 60.5 119 68 124 81
117 64.5 120 72.5 124 81
119 68 122 76.5 127 85
122 76.5 126 84 128 86.5
124 81 128 86.5 130 88
124 81 131 90 130 89
30 1085.5 30 1432.5 30 1577.0























Repeat 16 0 1 2 1 3 4 3 30
Pirst-tirae 10 0 2 0 6 2 4 6 30
Total 26 0 3 2 7 5 8 9 60
